ading ) 


—— 


BRITISH MEDICAL JOURNAL 


LONDON: SATURDAY, AUGUST 29th, 1936 


THE SCOPE OF TEACHING AND RESEARCH 


IN ANATOMY * 


BY 


W. E. Le GROS CLARK, D.Sc., F.R.S., F.R.C.S. 
(From the Human Anatomy Department, Oxford) 


Anatomy is the science of the form and structure of 
living organisms. That is to say, it is concerned with 
the study and interpretation of those factors which 
determine or modify form and structure, whether they 
are chemical, physical, physiological, developmental, or 
phylogenetic, and with the precise relation between 
structure and function. It is clear, therefore, that the 
science of anatomy is very comprehensive in the scope 
of its inquiry. It is necessary to emphasize this for the 
reason that, in this country at least, anatomy seems to be 
regarded by many workers in the cognate sciences as 
rather a limited subject. If this is the case, the fault is 
to be found not in the science of anatomy itself, but 
rather in its accredited exponents. 


Anatomy as an Experimental Science 


In 1628 Harvey’s great work on the circulation of the 
blood was published under the title ‘‘ An Anatomical 
Dissertation on the Movement of the Heart and Blood 
in Animals.’’ This title forms an apt text for a discussion 
on the scope of teaching and research in anatomy, because 
it does, by implication, provide a definition of the real 
meaning of anatomy. The term “‘ anatomy ’’ strictly 
refers to a method of investigation—the study of an 
organism which involves first opening it up and analysing 
the component parts of which it is constructed. But 
the method of anatomy was primarily employed entirely 
for the purpose of studying functional mechanisms. It 
was a method developed by the pioneers of biological 
science, impelled by a curiosity to find out how the body 
works. These pioneers were certainly not primarily con- 
cerned with organs and other structures as pure morpho- 
logical entities. Harvey was in a large degree responsible 
for the introduction of the experimental approach to 
anatomical problems, in particular to problems relating 
to the functional significance of the various structural 
systems of the body which are in the first place laid bare 
by dissection. The experimental approach involved, as 
an essential elaboration of earlier methods, the “‘ anatom- 
zing’ of the living as well as of the dead body. It is 
important to note that this method of study was primarily 
regarded as a logical extension of the science of anatomy. 
Historically, therefore, anatomy was initially concerned 
with the inquiry into the functional mechanisms of the 
living body. 

It was not until the seventeenth century that there 
began to develop an apparent separation between the 
siences of morphology and physiology. This contrast 
became very evident in the latter part of the eighteenth 


*Introductory paper read in the Section of Anatomy at the 
Mnual Meeting of the British Medical Association, Oxford, 1936, 


century and in the early part of last century, when pure 
morphology, as the science of form pure and simple, 
developed as a separate discipline. The exponents of this 
science became absorbed in the attempt to define the 
fundamental unity of plan which served as a theoretical 
basis for the development of the various types of animals, 
and to formulate the ideal archetypes of which different 
organs and anatomical systems might be regarded as 
modifications in one direction or another. The methods 
adopted for the prosecution of these inquiries were of a 
comparative anatomical and embryological nature. The 
experimental approach to the study of the significance 
of form and structure was entirely neglected by pure 
morphologists for the time being. Naturally enough, 
Darwin’s influence on morphological research was im- 
mense. Problems of classification, homology, adaptation, 
etc., became essentially evolutionary problems instead 
of the philosophical abstractions of the old idealistic 
morphology. The recognition of the evolutionary principle 
demanded an intensive and detailed study of the anatomy 
of diverse animal types in order to provide adequate 
material for the application of the evolutionary concept 
to specific problems. 

With this wide field of inquiry inviting the attention of 
anatomists it is not surprising that they continued still 
further to ignore the original aims of anatomical science 
—the study of form and structure from the point of view 
of their functional significance in the living organism. 
Meanwhile, experimental technique in the study of bio- 
logical problems was being rapidly developed by physio- 
logists who were primarily interested in the chemistry 


-and physics of living processes. Thus there arose the 


curious conception that any experimental work on the 
living body was essentially the province of physiology 
rather than anatomy, while the latter came to be regarded 
as dealing exclusively with the dissection of the dead 
body. This tradition has survived for many years in this 
country, to the great disadvantage of the science of 
anatomy. It is interesting to note that in America, where 
the different branches of modern biological science have 
crystallized out in a natural and logical way without the 
hampering distortions of traditional bias, this artificial 
contrast between anatomy and physiology has never 
really arisen. American journals of anatomy are almost 
as richly supplied with records of experimental investi- 
gations as are the journals of physiology. Consequently 
anatomical science in America has until recently been 
far more progressive and dynamic than in this country. 
It is of the utmost importance that we, as anatomists, 
should realize this position. In the realm of pure morpho- 
logy the vast amount of observational records of human 
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and comparative anatomy which have been collected have 
gone far beyond the morphological and_ evolutionary 
theories which can explain them. More extensive research 
along these lines are unlikely to lead to very profitable 
results for the time being. It is necessary, meanwhile, 
that anatomists should turn their attention to more pro- 
ductive fields of research in the scope of their science, 
and this necessarily involves the extensive employment 
of the experimental method. 


Anatomy and Physiology: Their Spheres of Activity 

It may be asked by those who are not conversant with 
the aims of anatomical science, wherein lies the difference 
between anatomy and physiology if both use the same 
technique in their investigations? The answer is that 
although they are both concerned with the same type 
of problem—the analysis of the mechanism of living pro- 
cesses—they approach these problems from rather different 
angles. There is really no difficulty in defining their 
spheres of activity as natural subdivisions of biological 
science. The anatomist is primarily interested in the 
significance of structure and growth and their relation 
to function, the physiologist is, on the other hand, 
primarily interested in the physics and chemistry of the 
living organism and in the detailed analysis of the func- 
tional processes which have their basis in anatomical struc- 
ture. To achieve results both must resort to the experi- 
mental method. It has been remarked that, in adopting 
this method, the anatomist generally aims at disturbing 
or modifying the normal functions in order to study the 
ensuing changes in the structural mechanisms which are 
involved, while the physiologist, in his researches, is 
concerned with studying function by interfering with or 
modifying the structural mechanisms which underly it. 
For example, the anatomist interested in the structure 
and growth of bone may require to study the structural 
changes which occur in bone following an experimental 
disturbance of endocrine functions. The physiologist, in 
studying the functions of the cerebellum, may find it 
necessary to interrupt the anatomical paths by which 
the cerebellum is linked up with other parts of the central 
nervous system in order to observe the resulting disturb- 
ances of muscular action. Their studies are mutually 
complementary. 

Clearly it is undesirable and, indeed, impossible to 
confine either the anatomist or the physio.ogist within 
the strict limits of his science as arbitrarily defined by 
custom. The physiologist, in the course of his work, will 
sometimes find it necessary to direct his attention to the 
structural mechanism itself, although this is properly 
speaking the province of anatomy. It may sound para- 
doxical, but it is nevertheless true, that some of the 
best anatomical research on the nervous system in this 
country has been carried out by a physiologist, Sir Charles 
Sherrington, ia unravelling the intrinsic anatomy of the 
brain and spinal cord, defining the topography of motor 
and sensory tracts, and determining the anatomical com- 
position of the limb plexuses. Conversely, the anatomist, 
in his study of structural mechanisms, may require to 
pursue his studies into the realm of pure function in order 
satisfactorily to understand the full significance of the 
gross and minute anatomy of these mechanisms. Indeed, 
in many ways the anatomist is peculiarly well equipped 
by his training and outlook to appreciate the real nature 
of functional problems, simply because he views as a whole 
the experimental animals with which he deals. He has 
a detailed and intimate knowledge of their entire structure 
(macroscopical and microscopical,, of their embryological 
development, of their taxonomic position, and of their 
phylogenetic origin. He deals with functional processes, 
therefore, not so much as artificial abstractions to be 


AND RESEARCH IN ANATOMY 


hemistry 
physics, but as integral components of the coca 


mechanism of a living and evolving organism, 


A Change in Orientation 


Experimental anatomy is not only essential for inter. 
preting the functional significance of structure, jt also 
provides the most important technique for the Study of 
anatomical problems of growth, development, and tissue 
differentiation. It is a matter of common knowledge 


that the development of tissue culture and experimental 
embryology has in recent years opened up a vast field 
of anatomical research which promises to us fas 
beyond the knowledge which we have been able to gain 
by the study of fixed and stained sections of normal 


, material. Anatomists in this country are realizing now 


that if their science is to develop along progressive and 
active lines they must once more become essentially 
experimentalists. This change in the orientation of 
anatomical science has not hitherto been fully recognized 
by their biological and clinical colleagues, and it is 
precisely for this reason that I am now emphasizing it, 
It has been my privilege, as president of the Section of 
Anatomy, to arrange with my committee the programme 
of this Section, and I have asked four of my anatomical 
colleagues to give a short report on the progress in their 
own particular fields of work in order to illustrate the 
present trend of anatomical research in this country. 


The Teaching of Anatomy 


One of the main duties of the teacher of human 
anatomy is the provision of facilities for the study of 
the topographical anatomy of the human body by medical 
students as a very necessary preliminary for clinical 
practice. No one doubts that, before he can deal success- 
fully with the subjects of medicine and_ surgery, the 
medical student must lay the foundation of a sound know- 
ledge of the ‘‘ geography ”"’ of the human body. For this 
reason it will always remain necessary for him to make 
a dissection of the whole body (usually in collaboration 
with his fellow workers), some time during the course of 
his training in preclinical subjects. But in recent years 
it has come to be realized generally that he should not 
be required to learn and commit to memory for examina- 
tion purposes so vast an amount of topographical detail 
as is to be found in standard anatomical textbooks. This 
opinion finds expression in the recent report on the medical 
curriculum issued by the University of London. In this 
report, also, it is suggested that the time which has been 
usually spent by medical students in the dissection of 
the human body could be appreciably cut down. This 
can almost certainly be done to some extent if less 
emphasis is laid by examiners in anatomy on unimportant 
details which may have to. be learnt and re-learnt several 
times if they are to be retained in the memory for the 
examination. I am heartily in agreement with those 
who hold that the student may conveniently be tested 
for a knowledge of the details of anatomical topography 
as he goes through his course of dissection, by informal 
departmental examinations, while the M.B. examination 
in anatomy should rather test his knowledge of broad 
anatomical principles and general topographical relation- 
ships. 

The teaching of straightforward topographical anatomy 
is in many ways the least difficult duty of the teacher 
of human anatomy. I would like to emphasize this 
because there is sometimes expressed the view that the 
teaching of pure topographical anatomy requires mental 
powers of quite an unusual type. This is not really the 
case, and it is difficult to understand how such an idea 
should have arisen. It requires no particular intellectual 
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acuity to learn up the data of topographical anatomy 
necessary for medical education, nor does it require any 
mental effort to give out this knowledge in a palatable 
form which can be easily assimilated by the medical 
student. I would assert that anyone who has any teach- 
ing ability at all would be able to deal adequately with 
so straightforward a subject. It is necessary to draw 
attention to this common misconception, for I have the 
impression that in appointments to anatomical posts it 
often tends to favour the candidate who has established 
a reputation as a hack teacher in dissecting-room anatomy 
to the disadvantage of the candidate who has distinguished 
himself by brilliant research. It is a tragic circumstance 
for the progress of anatomy in this country that this 
should be so, for my own experience is that the man 
whose mind is kept alert and active by original research 
js usually by far the best and most stimulating teacher, 
whether he is dealing with ordinary topographical anatomy 
or the more intellectual aspects of his subject. To be 
able: to discuss in lectures to students the bearing of 
current research on the anatomical problems of develop- 
ment, growth, functional adaptation, etc., does demand 
very considerable mental ability, together with a wide 
acquaintance with current anatomical and physiological 
literature. 

It is very important that in the routine teaching of 
topographical anatomy form and structure should always 
be correlated with function. Only in this way is it pos- 
sible to secure in the student’s mind a proper co-ordina- 
tion between the anatomical and physiological aspects 
of the living body. In dealing with the functions of 
the kidney the teacher of physiology must necessarily 
introduce his subject with a brief outline of the gross 
and minute anatomy of this organ although this is really 
the province of anatomy. Conversely the teacher of 
anatomy, in dealing with the details of the macroscopical 
and microscopical structure of the kidney must necessarily 
tefer, however briefly, to the functional significance of 
the glomeruli and the various parts of the renal tubules 
if he is to make his subject really intelligible. It is 
obvious, therefore, that the efficient teacher of anatomy 
must cultivate a physiological outlook. I suspect that 
the lack of this physiological outlook has been in part 
responsible for a considerable loss of prestige by the 
science of anatomy in this country. 


Histology 


One of the most vital parts of anatomical science is 
histology or microscopical anatomy. To most people it 
may seem absurd to make an obvious statement that 
microscopical anatomy is anatomy, but it is necessary to 
do so because there is still in this country some difference 
of opinion as to the proper place of microscopical anatomy 
in the medical curriculum. Ké6lliker, one of the founders 
of modern histology, in defining anatomy, states that 
“Anatomy is and remains the science of the structural 
parts of the organism and of the laws of their origin and 
transformation, whether these structural parts are visible 
to the naked eye or only through the microscope.’’ By 
am accident of circumstance, however, when anatomy and 
Physiology came to be separated into different teaching 
departments in British medical schools, the teaching of 
microscopical anatomy was taken over by the physiologists. 
This was due in part, no doubt, to the fact that at that 
ime the attention of anatomists was occupied in collecting 
morphological data for the elucidation of evolutionary 
Processes. Since then this anomalous position of micro- 
xopical anatomy has persisted in most medical schools 
m this country. Exceptions are found in University 
College, London, Guy’s Hospital Medical School, the 
Universities of Wales, Manchester, and Liverpool, and, 
attially, in the University of Glasgow. The remarkable 


custom of teaching an important section of anatomy in 
departments of physiology seems to be quite peculiar, for 
in other European countries, apparently without exception, 
microscopical anatomy is taught either in institutes of 
anatomy or in institutes devoted to histology and embryo- 
logy. From the methodological point of view there can 
be no doubt but that practical classes in microscopical 
anatomy should be given in departments of anatomy. The 
anatomist, in dealing with structure, must of necessity 
be constantly referring to histological details. The whole 
anatomical significance of an organ like the liver or the 
pituitary gland ultimately rests on its minute structure. 
While, therefore, the anatomist finds it necessary to teach 
histology in lectures and demonstrations, in most British 
schools he has no control over the arrangement of practical 
classes which would enable him to demonstrate practically 
what he teaches. This illogical state of affairs is quite 
intolerable. One argument which is frequently raised 
against the suggestion that practical histology should be 
handed over to its rightful position in departments of 
anatomy is that histology is essential for the proper 
understanding of physiology, and that the two subjects 
should therefore be taught in the same department. There 
is really no reason at all for this provided that histology 
is taught in some department concurrently with the course 
in physiology. Other subjects such as physics, chemistry, 
and biochemistry are equally essential for a proper under- 
standing of physiology, and yet they are taught in 
different departments. It might be argued that a know- 
ledge of microscopical anatomy is also essential to a proper 
understanding of anatomy, were it not that such a state- 
ment is absurd in itself. For the fundamental fact is 
that microscopical anatomy is anatomy. 

I would plead with those who control the organization 
of teaching in medical schools that they should give 
their assistance to obtaining a fair and logical division 
of subjects in accordance with the natural content of 
each branch of science which is taught. Unless the 
anatomist is allowed to control the teaching of the whole 
range of his own subject he will find it extremely difficult 
to give expression to his desire to develop his science 
along progressive lines. 

One very cogent reason why the anatomist should be 
responsible for the teaching of practical histology is that 
he is already concerned with teaching embryology. This 
subject, of course, involves the application of histological 
technique, and it forms an important part of the cur- 
riculum in anatomy for the medical student because of 
the light which it throws on adult form and structure. 
It is clearly quite ludicrous that the anatomist should 
teach the details of histogenesis and organogenesis, while 
practical instruction in the minute structure of adult 
tissues and organs is carried out in a separate department 
altogether, 

Conclusion 


In this discussion I have confined myself to those aspects 
of the teaching of anatomy and anatomical research which 
call for special consideration because they are expressions 
of a new outlook in what is one of the most venerable 
of all the sciences. If I have omitted reference to such 
subjects as neurological anatomy, radiological anatomy, 
physical anthropology, and the comparative anatomy of 
the Primates, it is only because the place of these in 
anatomical teaching and research is already fully recog- 
nized. The revivification of anatomy in this country is 
already apparent in the attention which is now being 
paid by anatomists to experimental work and cytological 
technique. It is essential that these aspects of the science 
should henceforth be fully incorporated in the scope of 
the activity of recognized departments of anatomy, and 
that these departments should be equipped with all the 
facilities necessary for their development. — 
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THE USE AND ABUSE OF MANIPULATIVE 
SURGERY * 


BY 


A. S. BLUNDELL BANKART, F.R.C.S. 


ORTHOPAEDIC SURGEON, MIDDLESEX HOSPITAL 


A few weeks ago an elderly lady told me that according 
to her information manipulative surgery was ‘‘ brute force 
and bloody ignorance.’’ I told her that this was the 
best definition I had heard. Perhaps it is significant that 
in spite of this she entrusted herself to me for manipula- 
tion of her spine, showing that some of the more intelli- 
gent of the public are able to distinguish between 
manipulative surgery and the proper use of manipulation 
in surgery. 

I have no wish to quibble about the meaning of a word 
or a phrase. I have used the term ‘‘ manipulative 
surgery ’’ many times, and once I so far forgot myself as 
to write a little book with that title. But it is a term 
to which I have the strongest objection, because it implies 
or suggests that the use of manipulation is something 
different and apart from ordinary surgical procedure, and 
that it is a peculiar method or system of treatment which 
is no particular concern of the ordinary surgeon or, for 
that matter, of any surgeon. This is not true ; but we 
may as well admit that not so long ago it was true, or 
almost true. Manipulation was practised empirically by 
bone-setters in this country for centuries before its possi- 
bilities were realized by the medical profession. In fact, 
it is little more than twenty years since the conspicuous 
success of one bone-setter in particuplar forced the medical 
profession to take manipulative surgery seriously. Person- 
ally, I have never been afraid or ashamed to admit that 
my own enlightenment came from Herbert Barker—not 
directly, for I never saw him at work, but from the simple 
fact that he cured outright a patient of mine whom I had 
treated unsuccessfully by orthodox methods over a long 
period. 

Many years ago I received a letter from an intelligent 
middle-aged woman, who wrote as follows: 

‘* Dear Mr. Bankart, 

‘‘ You may remember that two years ago I consulted 
you for pain in my feet due to flat-foot. For two years I had 
your treatment and I did everything that you told me to do. 
{ wore the special boots that you had made for me, and the 
wedges, pads, and supports. I had the massage and I did 
the exercises which you prescribed for me. But I got no 
better, and I began to fear that I should be crippled for life. 
Then some friends of mine persuaded me to consult Mr. Barker 
the bone-setter. He, with his wonderful hands, put the bones 
of my feet back into place, and now, I am thankful to say, 
I am cured. I have no pain in my feet, I can walk seven 
miles with ease and comfort, and I feel that a new lease of 
life has been granted to me.”’ 

No doubt your first comment on this case will be that 
I must have treated this patient very badly, and I 
entirely agree. But at least I will say that I treated her 
conscientiously and according to the accepted principles 
of all the leading orthopaedic surgeons of the day. Yet 
[ had failed, and my patient had gone off to a bone-setter, 
who had cured her. Perhaps your next comment will be 
that the universal diagnosis of ‘‘a small bone out of 
place ’’ is so manifestly false that you are sceptical of 
cures which are alleged to have been brought about by 
‘* putting small bones back into place.’’ But you must 
understand that ‘‘a small bone out of place ’’ is not a 
diagnosis, but a pretext. The bone-setter must find a 
reason or an excuse for manipulating a joint, and I must 
confess that I find it difficult not to take off my hat to 


* Read in opening a discussion in the Section of Orthopaedics at 
the Annual Meeting of the British Medical Association, Oxford, 1936. 


the man who first thought of ‘‘a small bone out of oleis 
Hard things have been said about the medica] peolall 
for its tardy recognition of manipulative surgery, Ral 
bone-setters had wished to keep their work to themsely 
they could hardly have done better than choose a oa 


which is misleading—for whatever else they do they do 


not set bones—and an explanation of their results which 
is demonstrably untrue. 


Foot Strain 


In the case of my patient I had no doubt that she was 
telling the truth, and that, whatever the explanation 
she had been cured of her complaint. I asked mysel 
first: What did he do to her, or, for that matter, what 
could any man do to a foot with his hands alone? The 
answer was that he could do nothing except move it. 
How, then, could one man’s movement or manipulation 
differ from that of another, for we had often manipulated 
feet, but without such dramatic results? The answer 
was that he could only move it with more force or in a 
different direction, or both. 

So here was the explanation, and surely it is simple 
enough. It is a story that I have told so many times 
that I have not the face to weary you with it again in 
detail. It is enough to repeat that people do not suffer 
from flat-foot, but from inability to flatten their feet, 
The great majority of civilized people have acquired some 
restriction of the natural mobility of their feet, so that 
they cannot flatten without meeting with the resistance 
of the soft parts. When the flattening foot meets with 
this resistance it is strained, and the condition is painful. 
On the other hand, the completely flat foot is painless, 
The medical profession and the public have been obsessed 
with the idea of supporting the arch of the foot. In theory 
this is ridiculous, for the foot was meant to be an active, 
supple member, and not a rigid thing like a block of 
wood ; and in practice it has proved a miserable failure. 
The bone-setter, on the other hand, smashed down the 
arch of the foot, or, to put it less crudely, he restored its 
mobility, so that it could flatten without resistance and 
therefore without pain, and he cured his patients. Most 
appropriately my experience has led me to mention first 
the commonest use of manipulation in surgery. For foot 


strain (not flat-foot, if you please) is one of the commonest > 


ailments of the human body. It may be postural or 
traumatic in origin. It can be cured by manipulation 
and in no other way. See to it that you cure it, or others 
will cure it for you, as they have done in the past. 
Now listen to a very different story. Some years ago 
a doctor brought his son to me with an obviously tuber- 
culous elbow. He had taken him first to a bone-setter 
(not Barker), who had violently manipulated the joint, 
and it had flared. The doctor felt and looked a fool; but 
there it was. No doubt your first comment on this case 
will be that the bone-setter ought never to have manipu- 
lated this joint, and he knows that as well as you do, 
now. But how was he to know that this was a tuberculous 
joint, for he had had no medical or surgical training? 
Then, you will say, he ought never to manipulate any 
joint, or, in other words, he ought not to exist. Perhaps 
you are right ; but what about my lady with the supposed 
flat-foot, and the countless other cases that have been 
cured by bone-setters after having failed to get relief else 
where? Do not think that I am talking only of the past. 
I still hear of orthopaedic surgeons of repute who treat 
so-called flat-foot with arch supports, who do not recog: 
nize sacro-iliac strain, the commonest cause of pain in the 
back, and who profess to be familiar with manipulative 
surgery but who seldom practise it. You cannot have it 
both ways. It is no use saying that the bone-setter ought 
not to practise because he is not medically qualified unless 
you, who are medically qualified, are prepared to undet- 
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take not merely an occasional manipulation or two, but 
the whole of the manipulative work that has hitherto been 
ormed by bone-setters. How many of you who are 
attached to large hospitals have any organized arrange- 
ments for dealing with the large number of cases which 
require manipulation in ordinary orthopaedic practice? 


Spinal Conditions Requiring Manipulation 


After the foot, the joints of the pelvis and spine are 
those which most often call for manipulation in the 
ordinary course of treatment. I will not inflict the 
Americanism ‘‘ low back pain ’’ upon you. Low back pain 
js about as intelligent a diagnosis as belly-ache or pain 
in the chest. 

Sacro-iliac strain is the commonest cause of persistent 
pain in the lower part of the back. It is a definite clinical 
entity, characterized by pain in the sacro-iliac joint, 
tenderness On pressure over the posterior superior spine 
of the ilium, a sense of insecurity or weakness, and, in 
most cases, a normal x-ray picture. Pain may be referred 
to the outer side or front of the thigh, but never down 
the sciatic nerve in an uncomplicated case of sacro-iliac 
strain. Sometimes there is chronic arthritis of this joint 
associated with a similar condition of the joints of the 
lumbar spine. Occasionally there is tuberculous disease 
of the sacro-iliac joint, but this is practically never seen 
before there is visible evidence of bone destruction in the 
stay picture. So that with the simple precaution of a 
routine ¥-ray examination one can diagnose and treat 
a case of sacro-iliac strain without hesitation. We believe 
that sacro-iliac strain is a chronic strain or sprain with 
periarticular adhesions such as may occur in any other 
joint. Often there is a definite history of injury, and the 
strain is common after childbirth, but sometimes it is of 
gradual onset and due to faulty posture. Over 90 per 
cent. of the cases can be cured by manipulation under an 
anaesthetic followed by massage and exercises. Those 
which do not respond to manipulation can be cured 
outright by arthrodesis of the sacro-iliac joint. 

Chronic lumbar back strain is perhaps the next most 
common cause of persistent pain in the back. It begins 
acutely with a sharp stabbing pain during some effort or 
awkward movement. It is due to rupture of some of the 
deeper fibres of the erector spinae muscle on one or other 
side. When the condition becomes chronic there is a 
point of local tenderness over the erector spinae, spasm of 
the muscle resulting in limitation of movement, and often 
a considerable degree of neurosis. Practically all these 
cases can be cured by manipulation, unless there is an 
impending claim for compensation or a long-standing 
traumatic neurasthenia. 

Spinal arthvitis—that is, osteo-arthritis of the lumbo- 
sacral and intervertebral joints of the lumbar spine, with 
or without sciatica—is the third condition of the spine 
which in suitable cases may be treated by manipulation. 
We do not pretend to perform a miracle on the permanent 
osseous changes of advanced chronic arthritis here or in 
any other part of the body. But we do believe that a 
great deal of the pain of which these patients complain 
is due to periarticular fibrosis rather than to actual 
changes in the joints, and that, if the spine can be made 
supple again, much of the pain will disappear. Forcible 
manipulation followed by vigorous massage and exercises 
8 successful in about 50 per cent. of these cases. It is 
relevant to add here that, when all other means fail, 
€xcision of the corresponding intervertebral joints is an 
almost certain cure for intractable sciatica. 


The Knee-joint 


Many people, I think, would say that I should have 
Placed the knee-joint first, or at least second, in the list 


of those that may require manipulation. But the knee- 
joint, perhaps, is the one joint which is manipulated more 
often than it ought to be. Nowhere is the difference 
between manipulative surgery and the proper use of 
manipulation in surgery more evident. The practitioner 
of manipulative surgery alone must manipulate at all 
costs or confess himself beaten, for he has no alternative 
methods of treatment. The properly equipped orthopaedic 
surgeon, on the other hand, has at his disposal all the 
resources of medicine and surgery, and not the least of 
these is the use of manipulation in suitable cases. 

For many years bone-setters have claimed that they can 
cure cases of displaced semilunar cartilages by manipula- 
tion. It is not true ; but here again we have learnt some- 
thing from the bone-setter. Chronic knee-sprain can be 
cured by manipulation. In such cases the injury has 
stopped short of that gross injury which results in a torn 
cartilage, and has produced instead a sprain of the peri- 
pheral attachment of the cartilage. When this condition 
becomes chronic the patient complains of frequent stabbing 
pain on the inner side of the knee, occasional attacks of 
synovitis, and weakness of the joint. He may say that 
the knee gives way, or slips, or ‘‘ goes out,’’ but there is 
never any mechanical obstruction to movement. These 
cases are common enough ; the symptoms, of course, are 
due to fibrosis or ‘‘ adhesions ’’ at the periphery of the 
cartilage, and they can be cured by manipulation ; and 
inasmuch as they are usually diagnosed as “‘ slipped 
cartilage ’’ by bone-setters and the public, they are 
largely responsible for the popular belief that displaced 
semilunar cartilages also can be cured by manipulation. 


Semilunar Cartilage Displacement 


We now know that a displaced semilunar cartilage is 
always a torn cartilage, and that when once a considerable 
part of it is detached and loose the only place it can go to 
and not give rise to immediate trouble is the centre of the 
joint. The freeing of a ‘‘ locked knee ’’ by manipulation 
and the further displacement of the detached cartilage 
into the intercondylar notch may be followed in some cases 
by a considerable period of immunity. But it is my belief 
that such a cartilage always gives rise to trouble sooner or 
later, and that is not what I call a cure. 

In the aggregate the surgeons here must have operated 
upon thousands of semilunar cartilages. In my experience 
a large proportion of the patients give a history of having 
put the knee out previously, it may be years before ; 
‘‘ but,’’ they tell one confidently, ‘‘ that was put right by 
a bone-setter.’’ At operation one finds the typical tear 
of the cartilage which could not possibly have been 
‘cured ’’ by any manipulation, although, as I have 
already said, the manipulation may have been followed by 
a considerable period of immunity from symptoms. But 
that is not the whole story. We see also many cases of 
chronic synovitis of the knee passing on to osteo-arthritis 
in patients approaching middle age, who admit that many 
years ago they ‘‘ put a cartilage out, but that was put 
right by a bone-setter.’’ These are neglected cartilage 
injuries, or, shall I say, cases in which manipulation has 
been misapplied. I feel strongly that a semilunar cartilage 
once torn and displaced in the knee-joint of a reasonably 
young and healthy individual should be removed forth- 
with, for if it is left it will ultimately destroy the joint. 

You will hardly expect or wish me to recount all the uses 
and abuses of manipulation in and out of surgery. I think 
I have said enough to show that manipulative surgery is 
and must be an integral part of orthopaedic surgery. 
That it has not always been so I am the first to admit ; 
but we are concerned with the present and the future, and 
not with the past. Within the last twenty years, for the 
first time in history, manipulative surgery has been placed 
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upon a sound scientific basis, and we know far more about 
it now than any bone-setter has ever known. The most 
striking thing about it is its extreme simplicity. There is 
no complicated pathology attached to manipulative 
surgery. The greater part of it is concerned with the 
simple inflammatory reaction of living tissues to injury— 
the first thing that we learn when we begin to study 
medicine—which, in various parts of the body, leads to 
fibrosis or adhesions in ligaments or muscles, limiting 
movements of joints, and causing pain when movements 
are attempted. Manipulation consists merely in moving a 
joint forcibly through its full range of movement. I would 
emphasize the point that manipulation in general requires 
the use of great force, and that the art of manipulation 
consists of applying great force effectively and safely. 
Tweaking joints is no part of manipulative surgery. 

Frankly, I do not think that the bone-setter abused 
manipulation so much as some people would like to make 
out. The genuine British bone-setter, now almost a figure 
of the past, was for the most part an honest fellow, who 
did work which nobody else would do, and believed in his 
work and was largely justified in his belief by the results 
he obtained. Being entirely without medical or surgical 
training he could not make an exact diagnosis, and it is 
not surprising that occasionally he met with disaster. 
But that, I am charitable enough to believe, was his 
misfortune rather than his fault. 


Osteopathy and Chiropractic 

I should like to stop now ; but no account of the abuse 
of manipulative surgery would be complete without some 
mention of those American stunts which go by the names 
of osteopathy and chiropractic. It is little more than 
sixty years since an obscure American physician called 
Still announced that it had been revealed to him by God 
that practically all diseases are due to slight displacements 
of the spine, which produce pressure on the blood vessels 
in the intervertebral foramina, and so cause disease in 
various parts of the body. He devised a series of manipu- 
lations which had for their avowed object the replacement 
or ‘‘ adjustment ’’ of these so-called spinal lesions ; by 
these manipulations, it was claimed, the pressure on the 
blood vessels was relieved, and the diseases resulting 
therefrom were cured. He called this treatment osteo- 
pathy, and osteopathy it is. 

Do not let anyone deceive you by explaining that this 
is ancient history, and that the ‘‘ modern osteopath ’’— 
whatever that may mean—is a more enlightened fellow 
who has become, in fact, a ‘‘ manipulative surgeon.’’ 
This is not true. It is true that the osteopath has shifted 
his ground again and again as one after another of his 
claims has been shown to be absolutely devoid of any 
scientific foundation. Pressure on the blood vessels in the 
intervertebral foramina gave way to “‘ congestion,’’ and 
then to ‘‘ interference with the autonomic nervous 
system,’’ and latterly an attempt has been made to 
identify the imaginary “‘ osteopathic lesion ’’ with the 
chronic back strain which we know so well. In treatment, 
too, the osteopath has shifted or extended his ground in 
that he may employ local treatment in addition to, but 
not as a substitute for, the spinal ‘‘ adjustments ’’ which 
are the essential basis of osteopathic treatment. I need 
hardly remind you of the impudent attempt which was 
made a year ago to establish by law a virtual monopoly 
of manipulative surgery for osteopaths in this country. 
Osteopathy has nothing whatever to do with manipulative 
surgery. It is an American “ stunt ’’ based on the un- 
supported assertion that practically all diseases are due 
to imaginary displacements of the spine. It has been 
investigated up to the hilt, and it has been found wanting. 

About twenty years after Still another obscure American 
called Palmer, without any medical qualifications, 


announced that he had made the ‘“ discovery that 
95 per cent. of all diseases are due, not to Pressure on the 
blood vessels at all, but to pressure on the nerves of the 
intervertebral foramina, brought about by the same 
imaginary displacements or “‘ lesions '’ of the spine. He 
employed manipulations similar to those of Still, but he 
called his system of treatment chiropractic. This rival 
venture proved even more successful than its Prototype 
judging from the fact that there are far more chiropractors 
than osteopaths in the United States and Canada. There 
is little to choose between them, but it is the osteopaths 
particularly, with their more pretentious claims, who have 
tried to establish themselves in this country. It is up to 
orthopaedic surgeons to see that these confidence tricks 
are exposed, and to ensure that the proper use of manipu- 
lation. in surgery is taught and practised in all our 
‘teaching hospitals. 


TREATMENT OF CHRONIC RHEUMATISM?* 


BY 


H. LETHEBY TIDY, M.D., F.R.C.P, 


PHYSICIAN, ST. THOMAS’S HOSPITAL 


I shall assume that there are three clinical groups 
included in the term “‘ chronic rheumatism ’’—namely, 
rheumatoid arthritis, osteo-arthritis, and fibrositis, “| 
shall also assume that the term does not include acute 
rheumatic fever, or arthritis associated with specific infec- 
tions such as gonorrhoea, or associated with gout, organic 
nervous diseases, or with certain other obvious factors 
such as haemophilia. I shall not further define the sub- 
ject of our discussion, and shall proceed to review the 
various methods of treatment which are available. 


Presence of a Septic Focus 


All cases should be carefully examined for a septic 
focus, and when such is found it should receive the 
appropriate treatment. The opinion of the dental sur- 
geon should be followed, but indiscriminate extraction 
of teeth, which is usually contrary to his advice, should 
be discouraged. These steps constitute the routine pro- 
cedure in the treatment of most chronic conditions. 
But I do not agree with those who consider there is 
sufficient evidence for the view that bacterial action is the 
invariable cause of chronic rheumatism, and, in the 
absence of anything more definite, will accept as the 
cause some organism which is isolated from the stools 
and possesses slightly irregular sugar reactions. 

Vaccines.—Those who hold that vaccine therapy is 
the correct treatment for chronic sepsis are justified in 
employing it when a definite focus is identified. But 
there is no justification for the routine use of vaccines 
in chronic rheumatism. We know that sepsis will dis- 
turb a diabetic regime, but it is not suggested that 
vaccines are a treatment for diabetes. No evidence that 
is satisfactory, or even nearly satisfactory, has been 
produced in support of the use of vaccines in chronic 
rheumatism within the definition of our discussion. It 
is particularly illogical to employ in chronic rheumatism 
irregular methods of vaccine therapy which have no 
support in general use. 


Drugs and Diet 


Analgesics such as aspirin may relieve aching, espe 
cially in fibrositis, though failure is frequent. Many 
an osteo-arthritic has faith in iodine and in “‘ Chelsea 
pensioner ’”’ for easing pain. Gold is the only drug for 
which a specific effect can be claimed, and its use 8 


* Read in opening a discussion in the Section of Medicine ooh 
Annual Meeting of the British Medical Association, Oxford, 1986. 
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jimited to rheumatoid arthritis. Its introduction is due 
fo the French view that rheumatoid arthritis is tuber- 
culous in origin, a theory which is not accepted in this 
seen several cases in which there was un- 
doubted improvement during a course of gold injections. 


But results are difficult to evaluate in a condition which 


js liable to exacerbations and remissions, and further 
study is necessary before its value can be accepted as 
established. There is a distinct risk of producing a 
serious form of dermatitis by its use. During a course 
of gold injections the local care of the joints must not 
be omitted. 

Chronic rheumatism may develop in association with 
or at an age when hypothyroidism is common and the 
eneral condition will benefit from the administration of 
thyroid, but there is no reason to ascribe any specific 
action to thyroid. With regard to hyperthyroidism, Dr. 
Gardiner-Hill has examined extensive material and finds 
no evidence that it is associated with any type of chronic 
rheumatism. 

Local treatment with drugs is almost confined to the 
analgesic action of methyl salicylate in rheumatoid 
arthritis, to Scott’s dressing in osteo-arthritis, and to 
other similar measures. In certain types of fibrositis 
pain may be relieved by injections of saline or of such 
substances as quinine urea hydrochloride. 

Diet—There are few principles of any value, in spite 
of the firm belief of the public in a diet chart. The diet 
should be well-balanced and contain a sufficiency of vita- 
min. Patients with rheumatoid arthritis are often thin, 
and fat appears to be indicated, but increase in weight 
is more often associated with a remission of symptoms 
than attributable to the diet. In obese osteo-arthritic 
subjects weight should be reduced by systematic dieting. 
Sufferers from fibrositis know that an attack will be 
precipitated by special articles of diet, such as malt 
liquors. 

Local and Physical Treatment 

In rheumatoid arthritis absolute rest in bed is essential 
while there is pyrexia and the joints present the appear- 
ance of acute inflammation. Vincent Coates’ phrase may 
be recalled: ‘‘ The treatment of every case is orthopaedic 


: from the start.’’ The object is to prevent or control 


the development of deformities and adhesions. The joints 
must be placed in splints and in the positions opposed 
to those deformities which are known to develop. The 
splint must be taken away and each joint moved daily. 
The object of this is to prevent adhesions and not for 
the benefit of the muscles. A single movement in each 
direction is thus sufficient, and the repetition which 
is often encouraged is inadvisable. It is essential that 
the joint should not bear weight during the movement, 
nor indeed should an inflamed joint bear weight at any 
time. Active movement is better than passive, especi- 
ily if contractures have already developed, since it is 
Iss apt to cause injury to the joint in the early stages 
of treatment. 

Heat is indicated in all forms of chronic rheumatism. 
It tends to relieve pain and stiffness of the muscles, to 
improve the capillary circulation, and to promote the 
tsolution of inflammation and effusions. It may be 
applied locally or by electrical and balneological methods. 
For rheumatoid arthritis radiant heat lamps are the 
simplest method. 

Massage is a valuable part of treatment in most forms 
of chronic rheumatism. It is especially helpful in fibros- 
is, as it assists in dispersing nodules and adhesions in 
muscles and deep tissues before these become organized. 
Italso improves circulation and muscular tone, and thus 
8 of value when muscles are tending to waste and atrophy, 
but it cannot affect adhesions involving joint tissues. 


Movements 


Movements exercise the muscles and militate against 
adhesions and diminished mobility of joints. They are 
an integral part of the treatment of practically all types 
of chronic rheumatism at some stage. It should be 
emphasized that no joint should be moved while it is 
bearing weight, or at least that the weight should be 
reduced to a minimum. In osteo-arthritis movements are 
best employed in conjunction with balneotherapy. If 
pain comes on during movements or exercise it is evidence 
that the movements have been excessive, and the same is 
probably true of pain developing at night. But pain on 
movement after a joint has been at rest is no contra- 
indication to the use of movement in treatment. 

Massage, movements, and all methods of physical 
treatment and balneotherapy should be under the direc- 
tion and sufficient supervision of a medical man. There 
can be little doubt that the degree of massage, for 
example, is at times excessive. Unfortunately few 
medical men have the necessary knowledge and training, 
a defect which, it is hoped, will be remedied in the 
next medical generation. 


Electrical Treatment and Radiation 


There are numerous methods of administering electrical 
treatment and radiation. Many are convenient for apply- 
ing heat, with the undeniable result of relieving pain, 
though, unfortunately, this is often only temporary: such 
is the effect of radiant heat or electric light in rheumatoid 
arthritis or infra-red light in osteo-arthritis. Diathermy 
heats the deep tissues, but it may be doubted if it has 
any advantage over other methods except in rapidity 
and for osteo-arthritis of the hip. It is not devoid of 
undesirable after-effects, and its value has been over- 
estimated ; indeed, exaggerated claims have been made 
for the results of many methods. I can find no satis- 
factory evidence of any benefit from ionization or deep 
x-ray therapy. 

The faradic current is of great value in the intra- 
muscular forms of fibrositis, the muscular contractions 
produced dispersing and removing nodules and adhesions. 
It also aids the control of muscular wasting in all forms 
of chronic rheumatism. 


Balneotherapy, Mineral Waters, and Spa Treatment 


The value of treatment at spas has been recognized 
almost from the beginning of history. For many 
hundreds of years a spa depended on the reputation of 
its ‘‘ cures,’’ and no attempt was made to explain how 
the waters or medium acted. 

About eighty years ago lengthy analyses of spa waters 
began to appear, patients being left to draw their own 
conclusions. Later, the results of much so-called re- 
search were published, few of them fulfilling the canons 
of scientific evidence and research. The aim appears to 
be to prove that the good results of a certain spa are 
due to the presence of some substance or quality in its 
waters which is absent from the waters of other spas. 
The unprejudiced observer can feel little doubt that many 
spas with widely different waters and surroundings pro- 
duce approximately similar results. Unless something 
more definite, or, alternatively something common to 
many spas, can be produced with scientific support, the 
profession and public may decide that the various claims 
cancel out, and that the maximum benefit from treatment 
can be obtained without visiting a spa. 


External Uses of Spa Waters 
There is no evidence that there is any appreciable 
absorption by the skin of the ingredients of any medium 
used for ‘‘ baths,’’ either water, peat, or other varieties 
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of mud. Those who claim that the result of any balneo- 
logical or spa treatment is due to such absorption have 
the burden of prooi laid on them. 

Beneficial results, therefore, depend on physical qualities 
and effects, such as temperature, specific gravity, con- 
sistency, and percussion. The action may be, first, 
mechanical. The weight on the joints is reduced and 
movements of weakened muscles are thus aided. This is 
a very important action. Secondly, it may be thermal. 
A warm medium will raise the temperature of the skin and 
increase the rate of peripheral circulation. Together with 
the mechanical action, this may greatly relieve pain 
and at the same time assist movement. Peat and mud 
baths combine mechanical and thermal effects to a greater 
extent than water, and the deep mud pools are of special 
value in osteo-arthritis and fibrositis. A cold medium is 


stimulating, as everyone appreciates from sea-bathing, ° 


but it has littfe part in the treatment of chronic 
rheumatism. 

Thirdly, there is the percussion effect. This may com- 
bine the good results of heat, massage, and movements, 
as is shown in whirlpool baths. The same result may be 
achieved by the massage douche, performed with various 
types of needle baths and jet douches. The physical 
action may have some physiological effects on the kidney 
and cardiovascular system, but there is little evidence 
that balneological treatment directed against chronic 
rheumatism achieves appreciable results of this kind, and 
exaggerated claims have often been made in the past. 

The effects here described are those of balneotherapy, 
and the treatment can be made available anywhere. In 
the past such substitutes for spas have too often been 


incomplete and on an unsatisfactory basis, by reason 
the large financial outlay involved, but there is no r : 
why they should continue to be so. = 

All spa and most balneological treatment js in 


fl 
by the length of time devoted to it. PR 


Patients desire the 


maximum effect in the minimum of time and look for 


intensive treatment. They would possibly do better i 
they arrived at the maximum effect in the maxim 

time, but duration is largely controlled by the purse om 
by opportunity, and partly by the mental outlook of the 
patient. Experience has led to general agreement that 
a course of treatment should not exceed a few weeks, and 


that longer periods cause debility. But the course a 


be repeated after an interval. 

The question of the value of the internal use of spa 
and medicinal waters is a thorny one. Reports of gp. 
called researches, often widely disseminated through the 
post, have in the past been little more than advertising 
propaganda. So far as chronic rheumatism is concerned, 


there is at present no satisfactory evidence of any special | 


beneficial effect, even in the presence of radio-activity 
Of course the general health of many individuals vill 
benefit from a period under a regulated regime. 

Indications and Contraindications.—Balneotherapy and 
spa treatment for chronic rheumatism are contraindicated 
in advanced diseases of the heart, lungs, and kidneys, and 
in all conditions of severe debility. In rheumatoid 
arthritis simple hot-water baths aid movements at joints 
and help to relieve pain, but other balneological treatment 
in general is contraindicated. Balneotherapy is of special 
value in osteo-arthritis and in the intramuscular forms of 
fibrositis. 


FACTORS PREDISPOSING TO RESPIRATORY 
DISEASE IN THE PRE-SCHOOL CHILD * 


BY 


A. DOYNE BELL, M.A., B.M., M.R.C.P. 
PHYSICIAN TO OUT-PATIENTS, BELGRAVE CHILDREN’S HOSPITAL ; 
CHIEF ASSISTANT, CHILDREN’S DEPARTMENT, ST. THOMAS’S 
HOSPITAL 


In preventive medicine a study of predisposing factors 
is clearly of primary importance. In such study lies the 
best hope of controlling and preventing overt disease. 

Thirty years ago, when the rate of infant mortality was 
about 140 per thousand, infective disease of the digestive 
tract headed the list of causes of this high death rate. 
But to-day, largely as a result of intelligent prevention 
of the underlying causes of diarrhoeal diseases, the rate 
of mortality has fallen to about 60 per thousand, and the 
list of causes, now much reduced, is headed by infections 
of the respiratory tract. This high incidence of fatal 
respiratory disease is even more marked in children over 
the age of 1 year. Thus, if we take a ten years’ average 
from 1923 to 1933 of deaths in the County of London of 
children between the ages of 1 and 2, we find the total 
rate to be 18.7 per thousand living, of which measles, 
whooping-cough and pneumonia combine to provide 12.32 
per thousand living, or over 60 per cent. of the total deaths. 
The battle front against mortality in the pre-school child 
has shifted from the digestive to the respiratory tract. 


Peculiarities of Respiratory Disease in the Child 
I 


The respiratory mechanism has to start work quite 
suddenly within « few minutes of the moment of birth. In 
this respect it differs from almost all the other systems of 
the human organism, it is true that the circulation under- 


* Lecture given to the Maternity and Child Welfare Group of 
the Society o: Medical Officers of Health on May 15th, 1936, at 
St. Thomas’s Hospital. 


goes profound modification shortly after birth. The 
digestive tract also will, in the ensuing days, have new 
experiences to undergo; the skin will suffer new insults, 
But in all these organs the change is gradual as compared 
with that with which the respiratory tract is confronted. 
Nature seems to prefer curves to angles, evolution to 
revolution, and, although in fact the changes which occur 


! 


in the lungs are now known not to be quite so rapid as 
they were once thought to be, still they are sufficiently 


revolutionary to throw a temporary strain on the respira 


tory mechanism. 


II 


This rather abrupt introduction to its life’s work may 
account for a peculiarity of the respiratory tract in young 
children which I want to take as my second point— 
namely, its liability to infection. Respiratory disease, 
and especially infective disease, has a very high incidence 
in the first two or three years of life. A sharp decrease in 
this incidence occurs between the ages of 3 and 4 years. 


III 


Accompanying this high incidence is a high virulence. 
The severity of infectious respiratory disease is much 
greater in the first three years than it is later. An organism 
which causes quite a benign infection in an adult may be 
responsible for a very severe or even fatal infection in an 
infant. After the age of 3 or 4 is passed, respiratory 
disease, both in its course and in its sequelae, approx 
mates much more to the adult type. This is in part due 
to the great relative growth of the respiratory orgals 
which has taken place, in part to the greater measure 
immunity which the child has acquired, and in part to the 
increased stability which the older child possesses. 


IV 


This question of the relative instability of the infant is 
important in this connexion. Perhaps one of the most 
obviously unstable things about an infant is its heat- 
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ting mechanism. Now the respiratory tract, and 
specially the bronchial tree, performs a most important 
en the function of temperature regulation in surround- 
ings which are subject to rapid and frequent changes, I shall 
return to this question of the effect of temperature 
changes, and especially changes of humidity, when we 
come to consider preventive measures in more detail. 


When speaking of the respiratory tract as a_ heat- 
regulating mechanism I stressed the part played by the 
pronchial mucosa. It is noteworthy how relatively large 
the bronchial tree is in the young child as compared with 
the adult. In this fact lies the explanation of the relative 
frequency of bronchial and _ bronchogenic infections. 
Moreover, the relatively large trachea and bronchi connote 
a large volume of dead-space air to be moved with each 
respiration. The useful air—that is, air useful for gaseous 
exchanges in the alveoli—is proportionately small, and 
the tendency for the respiratory rate to rise markedly in 
the presence of even mild respiratory infections is thus 


explained . 
VI 


As the last of these generalizations on the subject of the 
peculiarities of respiratory disease in the child I would 
invite you to consider the protective mechanism with 
which children are equipped for defending from infection 
this highly vulnerable respiratory tract. You are familiar 
with the preponderance of lymphoid tissue in the child as 
compared with the adult. In the white cells of the blood, 
for instance, the adult ratio of lymphocytes to polymorphs 
is reversed in the child, there being 75 per cent. of 
lymphocytes in the blood of the infant. The fixed deposits 
of lymphoid tissue are similarly preponderant. 

The portal of entry for infective organisms into the 
respiratory tract is guarded by a complete ring of 
lymphatics, with aggregations of lymphatic tissue in nodes, 
the most important of which are thé adenoids at the back 
of the naso-pharynx, the tonsils, and the superficial and 
deep cervical glands. These nodes form the second line of 
defence of the upper respiratory tract against infection. 
In this respect they are of great protective value, and it 


‘ is regrettable that a fashion arose for removing them. 


Fashions, even fashions in surgery, change, however, and 
nowadays we find an increasing and proper tendency to 
give the tonsil its due and to leave it alone so long as it 
ishealthy and performs its work. 

The disadvantage of this system of lymphatic defence 
lies in its tendency to give chronicity to what are originally 
acute infections. When the acute attack of coryza or 
tonsillitis is over the tonsils and cervical giands may con- 
tinue the battle in a quiet, chronic way, which prevents 
or delays complete recovery. This chronic inflammation 
may so damage the lymphatic mechanism as to make its 
complete recovery impossible. It is in these circumstances 
that the surgical removal of the focus of sepsis, a chronically 
inflamed tonsil, or the drainage of a cervical abscess, is 
talled for. 

Unfortunately, not all the lymphatic nodes which defend 
the respiratory tract are accessible to this surgical treat- 
ment. I have dealt so far only with the lymphoid ring at 
the upper opening of the respiratory tract. There are also, 
of course, the peribronchial nodes and the glands at the 
hila of the lungs, and it is important to remember that, 
though they cannot be seen and palpated in life, they are 
the site of conflicts similar to those which we see going on 
in the throat and neck. 

Such, then, are the general considerations underlying 
any study of respiratory disease in the child. We may now 
fake up in more detail the various clinical syndromes 


associated with respiratory infections, and the causative 
factors determining the course the infection will take. 


Congenital Defects 


In the very young infant there may be certain 
congenital defects which predispose to respiratory disease. 

Prematurity is the first of these. Even when prematurity 
is not accompanied by debility due to illness of the mother, 
as it so often is, it is necessarily associated with a relative 
lack of vitality, of the power to continue independent life; 
in no department is this so obvious as it is in the respiratory 
system. We find in the respiratory system of the premature 
child an exaggeration of all those susceptibilities and 
attributes which we have already considered as the 
peculiarities of the mature child. In nursing these prema- 
ture children we lay special stress on the temperature and 
humidity of the air they breathe; recognizing that benign 
organisms, normal inhabitants of the nose and mouth of 
adults, may be pathogenic to them, we wear masks to 
prevent the possibility of droplet infection. It is not my 
intention to discuss in detail the management of the prema- 
ture baby, but these principles may with profit be applied 
to the nursing of normal babies. Insistence on the wearing 
of masks while tending these babies by nurses, mothers, 
or even by doctors suffering from colds or sore throats, for 
instance, might save many normal infants from attacks of 
bronchitis and broncho-pneumonia. The absence of the 
coughing reflex, and sometimes of a swallowing reflex too, 
brings added danger to the premature baby when feeding 
is attempted. The inhalation of food is liable to be 
followed by broncho-pneumonia, and can only be avoided 
in these very immature babies by tube-feeding. 

Cleft palate and hare-lip are fairly common congenital 
defects that may predispose to respiratory disease. When 
either of these defects, especially the former, is present, it 
is difficult to avoid infection of the nose and naso-pbarynx. 
If this infection is not controlled it easily spreads through 
the short, wide Eustachian tubes of the infant to the 
middle ear, and gives rise to a chronic otorrhoea, which 
further debilitates the child. The only way to avoid these 
infections is to carry out a very thorough antiseptic toilet 
of the nose and mouth before every feeding. 


Congenital laryngeal stridor, due to an exaggeration of 


the ordinary flexibility of the infantile larynx, is a defect 
which usually disturbs the alarmed mother much more 
than the child. In severe cases the inspiratory stridor is 
accompanied by some indrawing of the lower intercostal 
spaces, evidence that the efficiency of ventilation of the 
lungs is in fact impaired. These children go on quite well 
as a rule, and gradually the stridor disappears, but in the 
face of even a mild respiratory infection they fare 
extremely badly. 

Atelectasis, a failure of a lung or part of a lung to 
expand, is the last congenital defect which I will mention. 
As I have already indicated, some degree of atelectasis 
must be regarded as physiological in the first few hours of 
life, but it is to the persistence of this non-aerated lung or 
patch of lung that the diagnosis of atelectasis is applied. 
Sometimes the failure to expand is due to obstruction of a 
bronchus by fluid inhaled in the infant’s first efforts to 
breathe. But, whatever the cause, the bronchus leading 
to the unaerated lobe will very soon become filled with 
mucus, and this forms an ideal medium for the growth of 
organisms. The infection easily spreads to the lung beyond, 
which, being unexpanded, has a deficient blood supply. 
The result is a pneumonia which often proves fatal. The 
advisability of some form of artificial insufflation in these 
cases is a moot point. If the atelectasis is due to a blocked 
bronchus, insufflation will at best be useless ; it may result 
in blowing a loose plug of mucus more firmly into a 
bronchus. It is a procedure which, unless very carefully 
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controlled, carries with it the risk of damage, by over- 
distension, to healthy areas of lung. A procedure that 1s 
free from risk and often attains the required result is that 
of stimulating the natural respiratory mechanism by the 
administration of CO, The exaggerated respiratory 
movements which may be excited by the administration 
of CO, often result in the aeration of the atelectatic areas. 


Chronic Naso-pharyngeal Infection 


Apart from these congenital defects there are certain 
other conditions, occurring generally in older children, 
which predispose to respiratory infections. Chronic infec- 
tion of the adenoids and tonsils has already been mentioned. 
Apart from their effect as foci of infection, the hypertrophy 
which they are liable to undergo as the result of chronic 
infection converts these lymphoid masses into mechanical 
hindrances to free respiration. I need not paint for you 
the well-known picture of the child suffering from adenoid 
hypertrophy, with its open-mouthed, almost idiotic, facies, 
its mal-formed palate and nose, its sunken chest and round 
shoulders, its running ears. The treatment of the condition 
is surgical, but to be effective surgery must be followed by 
a course of re-education in proper breathing and proper 
posture. The child must be taught to stand up straight 
and breathe with the ribs as well as with the diaphragm. 
Further, it must be taught to breathe through the nose. 

The causes of chronic infection of the nose and throat 
and of the accessory nasal sinuses are probably many, but 
I cannot help feeling that proper instruction in blowing 
the nose would be valuable in prophylaxis. The sniff 
which is so popular a substitute for the handkerchief 
among the children attending welfare centres is not only 
unaesthetic but, as a means of draining the nasal cavity, 
surgically unsound. 


Dental Caries 


Carious and septic teeth probably play some part in 
infections of the upper respiratory tract, but their impor- 


tance is very difficult to assess. In the first place they are 


themselves an expression of some nutritional defect, possibly 
a vitamin deficiency. I have seen, however, so many cases 
of advanced caries in the first teeth of children whose diets 
have apparently been adequate and who, in all other 
respects, are perfectly normal, that I wonder whether the 
nutritional defect, if such there be, is not perhaps ante- 
natal. 

In the second place, the treatment of caries is often 
delayed until extraction is the only possible course. The 
wholesale extractions which are sometimes practised give 
rise to shrinkage of the alveolar margins and a debility 
due to edentulous dyspepsia which may do more harm 
than the condition which it was designed to cure. My own 
opinion is that carious milk-teeth, if kept clean by brushing, 
do little harm, and, though unsightly, can usually be 
safely left alone in those cases where they cannot be filled. 


Influence of Diet 


This brings me to another factor which may play a part 
in the causation of respiratory disease in the child— 
namely, diet. Direct infection from infected food is not 
common. Nevertheless the influence of diet on respiratory 
disease is undoubted, and this influence is exerted chiefly 
through the fat-soluble vitamins. Of course malnutrition 
in the sense of underfeeding or partial starvation will lessen 
a child’s resistance to infection. There is, however, a 
strong association between rickets and infections of the 
respiratory tract. The connexion is not absolutely clear. 
In cases of severe and long-standing rickets with gross 
deformities of the thoracic cage the lungs have been found 
to be in a state of partial atelectasis. Such patients may 
be observed in life to have very little power of costal 
respiration, and the ill-ventilated bases of the lungs are 


obviously favourable sites for pneumonic processes, B 
in milder cases otf rickets, where there is no 
mechanical defect, the liability to catarrhal infections 
especially of the upper respiratory tract, has been tre. 
quently noted. A tendency to colds and_ bronchitis is 


one of the early symptoms associated with mild Tickets, - 


It is hard to correlate these infections with vitamin D 
deficiency, and it may be that they are in fact due to 
lack of vitamin A, the other fat-soluble vitamin, which 
has an anti-infective factor. The results of research 
directed to this point are not as yet conclusive, but the 
clinical fact is well established that children whose diets 
are deficient in eggs, meat, fish, butter, and cod-liver oil 
are peculiarly prone to respiratory infections, 

In welfare centre practice the difficulties of ensuring an 
adequate diet for the children and the nursing mothers gre 
very great. The very low incomes upon which so many 
of these families have to subsist make an adequate intake 
of first-class fats impossible. Personally, I recommend 
the administration of cod-liver oil to all bottlefed 
children from birth, and to the breast-fed babies from the 
age of 3 months until they have reached the age of 2 years, 
The vitamin content of the breast-milk of a working mother, 
who spends what little time she can get away from house. 
hold duties in the smoke-filtered sunshine of London, 
depends almost entirely on the amount of vitamins in her 
food. The relative frequency of mild rickets in breast-fed 
babies leads one to conclude that this is insufficient, 
Ideally one should give the oil to the nursing mother, but 
in practice one finds that for one reason or another she 
does not take it. Either she dislikes it or she gives it to 
one of the older children. 

Before leaving the subject of vitamins I want to 
emphasize how mistaken it is to regard them as something 
to be taken out of a medicine bottle. They are accessory 
food factors, and should normally be taken in the ordinary 
foodstuffs which compose the diet. The view of vitamins as 
medicines has-led to their over-emphasis by food faddists; 
and now the pendulum is beginning to swing the other way 
and the voice of the scoffer is heard attempting to 
‘‘de-bunk’’ the vitamins and to deny their importance in 
the diet. In this way the truth is obscured. It is a point 
to which the welfare centres might with profit give more 


attention. The reason why it is at present necessary to : 


prescribe vitamin-containing preparations at welfare 
centres is because so many of the mothers shop 
unintelligently and cook badly. These things are a matter 
of education and, even if they are now being taught in the 
schools, as I hope they are, that does not affect the present 
generation of infants. Classes in cooking and _ simple 


dietetics should form part of the regular routine of every \ 


welfare centre. As a measure of preventive medicine such 
instruction would have far more value than the doctors’ 
clinics. 


Clothing 


I have already mentioned the importance of tempera- 
ture changes and changes of humidity in throwing a strain 


on the respiratory mechanism. We have to live in a world | 


in which such changes are abrupt and frequent, and we 
wear clothing to assist our natural regulating mechanism 
and to minimize the strain. To achieve these ends clothing 
should be a poor conductor of heat, and yet permit the 
escape of water vapour from the body’s surface. 

Unfortunately, the cheapest of materials, cotton, has 
neither of these attributes, and is therefore not suitable 
for the underclothing of children. Actually cottoa 
clothing, being hygroscopic, holds water, so that it inter- 
feres with cooling by evaporation from the skin during 
exercise, and cools the body when the exercise is over by 
evaporation of the moisture which it has retained. It acts 
as a wet pack, but at the wrong moment. 
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Overcrowding 


No discussion of the factors contributing to respiratory 
disease in the child would be complete without some 
mention of the effect of bad housing and _ inefficient 
ventilation in favouring the transmission of infections. 
The subject is, however, too big to do more than mention 
it in passing. It is bound up with the problem of housing 
large numbers of people in comparatively small areas. 
For this reason the health visitor can often do little or 
nothing to ameliorate conditions which she knows to be 
productive of disease. 


Pulmonary Fibrosis 


Finally, in the list of respiratory diseases of which the 
predisposing factors are known and to some _ extent 
preventable, a place must be found for fibrosis and 
pronchiectasis. An acute type of bronchiectasis has been 
described occurring during the active stage of severe 
proncho-pneumonia; congenital bronchiectasis also occurs, 
but is rare. Most cases of bronchiectasis are secondary to 
fibrosis, so that from the preventive point of view it will 
be sufficient if we consider the causes of fibrosis of the lung. 
Peri-bronchial fibrosis in varying degrees may follow 
chronic bronchitis. This may show itself clinically as 
attacks of cough which last all through every winter, 
associated often with infected nasal sinuses and tonsils. 

But more serious is interstitial fibrosis in which the 
alveolar structure becomes involved. The two processes 
are frequently associated, and the distribution and degree 
are both very variable. Pneumonia, especially broncho- 
pneumonia, is responsible for the overwhelming majority 
of cases of this condition. The more chronic the inflam- 
matory process the greater the probability of interstitial 
fibrosis resulting. 


Measles and Whooping-cough 


Above all other causes must be set the broncho-pneumonia 
associated with measles and with whooping-cough. The 
prevention of these two diseases presents peculiar difficul- 
tie, for in both the period of maximum infectivity 
precedes the appearance of the characteristic diagnostic 
symptom, the rash of measles and the whoop of whooping- 
cough. Both diseases are spread by droplet infection, and 
factors favouring their transmission are overcrowding, with 
inadequate ventilation. Specific preventive measures offer 
the best hope of controlling these diseases. 

In measles the use of convalescent serum and adult 
immune serum as means cf modifying the severity of the 
disease has been attended by satisfactory results. The 
attenuated attack leaves the child with the same measure 
of active immunity as is achieved by having unmodified 
measles, and since the serum is of human origin there is 
little danger of anaphylactoid phenomena. The chief 
difficulty at present is to get supplies of the serum. One 
looks forward with interest to the results of the clinical 
tests, at present proceeding, of the effects of placental 
extracts in producing a similar attenuation of measles. 
The results reported in America appear to be satisfactory. 

On the efficacy of vaccines and convalescent serum in 
the prophylaxis of whooping-cough opinion is far from 
uanmous. My own experience is quite insufficient to put 
before you, but the reported results of vaccine prophylaxis 


m America seem to warrant a wider trial of the method in 
this country. 


Conclusion 
The successful prophylaxis of respiratory disease in the 
child is obviously of the greatest importance. The 
mortality in childhood and the morbidity in later life 
tsulting from these diseases alone are still very high. I 
have tried to indicate some of the predisposing factors 


which must be controlled if this mortality and morbidity 
are to be lessened. Their control is not entirely, perhaps 
not even largely, in the hands of doctors or welfare 
centres. Slums, overcrowding, smoke-abatement, the 
high cost of living, unemployment—all these things play 
their part. I suppose we must look to the politicians, 
with what hope we can muster, for their ultimate 
correction. 

But there are ways in which the present public health 
services can, if they are intelligently worked, play a part 
not only in palliating the effects of these various adverse 
factors, but in educating those in charge of children to 
make the best of the facilities available. 


LEPTOSPIRAL JAUNDICE, FOLLOWING 
BATHING INJURY 


BY 


J. D. LENDRUM, M.B., Ch.B. 


LATE R.M.O., CITY GENERAL HOSPITAL, LEICESTER 


It has been suggested' that all sporadic cases of spiro- 
chaetosis icterohaemorrhagica should be reported. The 
disease appears to be more common than was formerly 
thought, and present-day methods of diagnosis and treat- 
ment can reduce the likelihood of a fatal termination in 
the severe cases. It is partly for these reasons and partly 
because the typical symptoms and signs led to the diag- 
nosis being made on clinical grounds, because of the 
complications met with, and the interesting features in 
comparison with other reported cases, that this case is 
reported in detail. 


Case Report 


A boy of 17, a stripper in the hosiery trade, was admitted 
to the City General Hospital on August 11th, 1935. He had 
been on a camping holiday with other boys and woke up one 
morning with a severe occipital headache ; he cycled twelve 
miles to his home on a very hot day, having a long drink of 
ice-cold water from a village pump (in regular use) while on 
the journey. On arriving home he collapsed. At night he 
had pains in the back and limbs and sweating. Headache on 
this second day was severe. He was disinclined to take food 
and on attempting light food vomiting occurred ; this had 
continued up to the time of admission. On the third day the 
pains became more severe, and on the fourth there was con- 
tinued epistaxis, which ‘‘ appeared to ease the headache. ’ 
He was admitted on the fifth day, when a slight jaundice was 
noticed. The urine was said to have been of a deeper colour 
than usuai for the last twenty-four hours, and there had been 
marked constipation for five days. 

The patient volunteered the information that he thought he 
had a splinter in his foot. Inquiry elicited the fact that while 
camping he had often bathed in a near-by canal. He had 
got the splinter in his foot during a bathe, two days before 
the onset of symptoms, when stepping on to the tow-path ; 
he continued bathing after this. He said that rats were 
numerous and that he had frequently gone rat-catching in 
this vicinity. He remains quite positive about the length of 
time between the splinter entering his foot and the onset of 
symptoms. 


CONDITION ON ADMISSION 


When first seen on the fifth day his temperature was 
101.2° F., his pulse rate 114. His general condition was 
good, but spasmodically he appeared to be in considerable 
distress due to limb pains. There was slight jaundice of the 
skin, the eyes also being icteric, «with considerable episcleral 
hyperaemia. Dried blood was present around the nostrils ; 
the tongue was dry and furred; the throat normal. The 
blood pressure was 126/80 mm. Hg; no abnormality was 
detected in the heart and lungs. Examination was unsatisfac- 
tory owing to spasms of pain, irregular breathing, and a 
troublesome hiccup, which had developed in the later part of 
the day. The abdomen was slightly distended, the liver edge 
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being just palpable and somewhat tender; the spleen, too, | the pain was relieved by strapping the chest. Reflexes wer 


was just palpable. Ail tendon reflexes were absent in the arms 
and legs, and no plantar response could be obtained ; abdom- 
inal reflexes were brisk ; the disks were normal. A marked 
tache cérébrale was present. There was intense pain on light 
palpation in the region of the gastrocnemii, the quadriceps, 
and to a lesser extent the biceps and deltoid muscles on each 
side. The sole of the right foot showed a small break in the 
skin: this was clean and no splinter was present. The urine 
was acid, contained albumin and bile, and had a_ specific 
gravity of 1015. There was no photophobia, neck rigidity, 
or Kernig’s sign ; no herpes and no visible haemorrhage other 
than the epistaxis. 
DIAGNOSIS 

Diagnosis lay between a jaundice due to an ascending 
infection, probably from a gastritis, accentuated by the cold 
drink taken while overheated ; epidemic catarrhal jaundice ; 
spirochaetosis icterohaemorrhagica ; and some form of toxic 
jaundice, mushroom poisoning being considered a possibility. 

Lumbar puncture performed on admission relieved the 
headache somewhat, and yielded a clear, colourless cerebro- 
spinal fluid under no increase of pressure. Examination of 
this fluid proved negative except for a positive mercuric 
chloride sulphosalicylic acid test (for tuberculous meningitis), 
which at first complicated the picture. The patient passed 
a fairly good night after the administration of 2 drachms of 
paraldehyde, and when seen the next morning (sixth day) was 
intensely jaundiced. The headache was slightly improved, 
but the peripheral pains were even more severe. In the after- 
noon he began talking wildly, and screaming out most of the 
time, with a few lucid intervals. Hiccup was disturbing and 
sweating was profuse, necessitating repeated sponging and 
changing, which further disturbed him, as by this time he 
could not bear to have his legs even touched. Epistaxis was 
more marked, a melaenic stool was passed, and there was some 
difficulty in micturition. The temperature dropped to 97° F. 
and remained subnormal at about this level until the ninth 
day. A van den Bergh test gave an immediate direct reac- 
tion and a reading of 24 van den Bergh units. Vomiting, 
though present, was not a marked feature. 

On the seventh day the mental condition was improved, 
but about noon he again became very noisy, being quite 
unaware of his surroundings. He had passed a very restless 
night in spite of an increased dose of paraldehyde ; epistaxis, 
hiccup, and pains continued ; he was quite unable to move 
a limb voluntarily. His general condition was now giving 
rise to great anxiety ; the pulse was becoming weaker, and 
its rate remained between 100 and 120; he would take no 
nourishment except in the lucid intervals, which were few, 
aud prostration was increasing. Examination on this day 
showed no change in the liver, but the spleen was no longer 
palpable. The diagnosis of leptospiral jaundice was made, 
and it was decided to give serum. 


TREATMENT 


The patient passed a disturbed night, the general condition 
apparently becoming worse. Anti-leptospiral serum was given 
on this eighth day intravenously in doses of 20 c.cm. three 
times a day up to 120 c.cm., with a considerable improve- 
ment noticeable by evening. No complaint was made of pain, 
the mental condition improved, and nourishment was taken ; 
the pulse became stronger ; a van den Bergh reaction gave 
an immediate direct response and a figure of 60 van den 
Bergh units. Microscopical examination of the urine on this 
day showed renal epithelial debris, pus cells, red blood cells, 
and granular casts. 

A good night’s sleep, without a sedative, was disturbed 
only by epistaxis. There was no hiccup, and only one 
epistaxis during the day ; the temperature reached normal 
for the first time; the van den Bergh was recorded again 
as 60 units. Examination showed the liver enlargement un- 
altered and reflexes still absent ; there was, however, slight 
voluntary movement of the ankles On the tenth day there 
was a further improvement in the general condition ; there 
was no epistaxis, and the van den Bergh figure was 60 units 
again. On the eleventh day, after a further night’s rest 
without recourse to sedatives, the patient complained of some 
pain in the left side of the abdomen ; examination revealed 
friction in the mid-axillary line near the subcostal margin ; 


still absent even on reinforcement, sensation being norma] 

On the twelfth day there was a marked decrease jn the 
jaundice to the naked eye ; a van den Bergh test gave 40 units 
The stools ceased to be melaenic and were clay-coloured, 
The thirteenth day showed a further decrease jn jaundice 
and the van den Burgh was 14 units. The albuminuria 
present since admission, cleared, and the following day 4 
twenty-four-hour specimen of urine was alkaline for the first 
time. The urine showed pus cells, red blood cells, map 
granular casts, and motile organisms. On the fifteenth day 
the blood urea was 48 mg. per 100 c.cm. An electro. 
cardiogram was normal, the P-R interval being 0.2 second, 
the limit of normality. On the sixteenth day a van den 
Bergh estimation gave 8 units. 

Treatment generally was by glucose and lemon drinks, when 
possible ; paraldehyde was given up to the commencement 
of the serum treatment, after which no sedative was needed; 
no morphine was prescribed in view of the apparent liye; 
damage and the serious condition of the patient. The serum 
used was horse serum prepared from a human strain of 
L. icterohaemorrhagiae. On the eighth day potassium 
citrate and hyoscyamius were given, the vomiting having 
lessened. 


COMPLICATIONS AND CONV ALESCENCE 


On the seventeenth day a relapse occurred, complaint 
being made of headache ; the temperature rose to 100° F, ia 
the evening. The next day vomiting began again, the tem- 
perature remained raised, and albuminuria returned, the 
urine becoming acid in reaction, but free of bile for the 
first time. On the nineteenth day, in addition to the head- 
ache and vomiting, there was pain in the back and photo- 
phobia. Epistaxis recurred, and there was no obvious change 
in the disappearing jaundice. The temperature had reached 
103.8° F., but fell gradually (being normal for twenty-four 
hours on the twenty-ninth day). On the twentieth day the 
epistaxis and vomiting continued, and a lumbar puncture 
was performed, which did not relieve the headache, although 
the vomiting became less pronounced. The cerebro-spinal 
fluid was yellow and clear, with seven lymphocytes per c.cm. 
and a positive mercuric chloride sulphosalicylic acid test. 
The abdomen was slightly distended, the liver still moder- 
ately enlarged, with no enlargement of the spleen ; reflexes 
were still absent. The cerebro-spinal fluid urea was 31 mg. 
per 100 c.cm. On the twenty-second day the blood urea 
was 50 mg. per 100 c.cm., and the urine contained a large 
number of pus cells, a few red blood cells, many renal 
epithelial cells, and an occasional B. coli. Improvement was 
made until the twenty-fourth day, when diarrhoea de 
veloped ; this responded to lavage. The van den Bergh 
estimation was 4 units. On the following day he had the 
last epistaxis, and from this time onwards made progress. 

Ankle-jerks were elicited and knee-jerks on reinforcement 
on the twenty-ninth day, this being the first response to 
repeated examinations. The temperature had then been 
normal for twenty-four hours. On the thirty-first day 
a thrombophlebitis of the left median basilic vein developed, 
which settled satisfactorily on treatment. This vein was last 
used for the collection of blood at least fifteen days pre- 
viously. On the thirty-seventh day urinary examination 
showed an occasional pus cell and red_ blood cells, no 
granular casts, and no organisms. On the forty-third day 
the blood urea was 19 mg. per 100 c.cm., and a urea clear- 
ance test gave a renal efficiency estimation of $4 per cent. 
of normal function. The albuminuria cleared on the forty: 
ninth day, and did not return. Weakness was still very 
marked at this time. The hair came out in considerable 
quantities during convalescence. 

The patient was discharged fit on November 10th, 1935, 
having gained 1 st. 11 Jb. in weight in the previous five 
wecks. 

Guinea-pig Inoculations “ 

Typical leptospiral jaundice was reproduced in three 
guinea-pigs. The inoculation details are as follows : 

1. Sixth Day.—2 c.cm. of citrated blood inoculated intra- 
peritoneally ; result negative. It was established subse: 
quently that a considerable period elapsed between the taking 
of the blood and the inoculation, 
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9 and 3. Fighth Day.—2 c.cm. of urine, acid in reaction, 
injected intraperitoneally (two guinea-pigs) ; both negative. 

4, Tenth Day.—2 c.cm. of urine (intraperitoneally) killed 
the guinea-pig eleven days after inoculation ; result—positive. 
The twenty-four-hour specimen of urine on the previous day 
was neutral in reaction. 

5, A liver emulsion from No. 4 was injected intraperito- 
really ; the animal died thirteen days later ; result—positive. 

g, A liver emulsion from No. 5 was injected intraperito- 
neally, and though the guinea-pig died eight days later the 
result was negative. 

7, Thirteenth Day.—A specimen of urine, acid in reaction, 
wag forwarded to London, where Dr. Alston examined it by 
dark-ground illumination ; result—negative. He also inocu- 
lated a guinea-pig by scarification, with a negative result. 

8. Fifteenth Day.—2 c.cm. of urine, alkaline in reaction, 
were inoculated intraperitoneally ; result—positive. 

9, Twenty-third Day.—2 c.cm. of urine, acid in reaction, 
were injected intraperitoneally ; result negative. 

10. Twenty-fourth Day.—2 c.cm. of urine, acid in reaction, 
intraperitoneally, again gave a negative result. 


Dr. Alston also examined the tissues taken from guinea- 
pig No. 6 by dark-ground illumination, with, not unnatur- 
ally, @ negative result. 


BLOOD COUNTS 


Len | 10th 20th 25th 39th 
2,750,000 | 2,670,000 | 3,990,000 
Haemoglobin .. ...| 82% 70% 42% 59% 82% 
Whitecella ...  ... | 15,280 | 14,400 | 14,400 | 7,4c0 8,500 
Polymorphs | 64% 70% 10% 50% 
Monocytes ... os 3% 6% 5% 6% 2% 
Lymphocytes w | 14% 28% 25% 24% 45% 
| 
Others 1% 2% 3% 
Discussion 


A severe case of spirochaetosis icterohaemorrhagica is 
described, the disease having been reproduced with typical 


. lesions in guinea-pigs from two sepatate specimens of urine 
- and from infected guinea-pig tissue. The typical guinea- 


pig lesions leave no doubt as to the diagnosis. The in- 
ability to demonstrate the leptospirae themselves with 
certainty must be attributed to lack of experience and of 
the necessary apparatus. In sections made from the in- 
fected guinea-pigs several suspicious fields were seen in the 
liver, kidneys, and lungs, but could not be definitely 
identified. The urine examined by Dr. Alston was nega- 
tive, as was the guinea-pig tissue examined by him ; this 
animal, however, showed no signs of the disease post 
mortem. The polymorphonuclear leucocytosis mentioned 
by Buchanan? is emphasized by Findlay, Dunlop, and 
Brown’ as a feature of this disease, as opposed to the 
leucopenic tendency with a relative lymphocytosis met 
with in epidemic catarrhal jaundice. 

The source of infection in this case would appear to be 
fom the canal mud through the skin by means of the 
break caused by the splinter, the skin being an accepted 
portal of entry. It should be noted that this patient 
always entered the water by diving, and that he used the 
“crawl”? stroke ; his head was under water, therefore, 
for a considerable time, and infection may have developed 
in this manner. The patient, questioned afterwards, was 
besitive that he had never swallowed any of the water, 
and stated that he had bathed in the same canal, at 
about the same site, on many previous occasions, the 
oily difference on this occasion being that the splinter 


entered his foot. He had been in camp for five days, 
bathing each day, before returning home. If the skin is 
acsepted as the portal of entry the incubation period of 
the present case is two days ; this is an unusually short 
time, for Shuftnert found that the incubation period in 
cases arising from bathing averaged ten days, the 
minimum time being four days. This time is also given 
by Watson and others. It may be possible that the fact 
that the patient had little or no resistance to the infecting 
organism, as evidenced by the severity of the illness and 
the response to serum, may have shortened the incubation 
period. 

Clinically the disease was typical, although severe. 
There was the sudden onset of headache, limb pains, 
vomiting, and fever, followed by ‘‘ red eyes’’ and 
jaundice, with an associated pyelonephritis. A feature 
not present in this case, but mentioned by Halsted,* 
Littledale,’?’ Watson,* Davidson and others,’ is sore throat. 
There was no herpes. Features of the jaundice were the 
rapidity of its development and disappearance and its 
intensity. On the sixth day the number of van den Bergh 
units was 24; on the eighth, 60; on the tenth, 60; on 
the twelfth, 40; on the thirteenth, 14; and on the 
sixteenth, 8. Alston’? gives a figure of 54 units ; for 
three days at least this boy maintained a figure of 
60 units. There was an almost complete absence of 
itching, one complaint only being made. During the 
relapse there was no visible change in the jaundice, 
though - the van den Bergh measurements showed a steady 
decline ; the relapse began on the seventeenth day and 
lasted till the twenty-ninth, the measurement on the 
sixteenth day being 8 umts and on the twenty-fourth 
4 units. 

The limb pains were very distressing ; they came at first 
in spasms, and later whenever he was touched. He was 
quite unable to move his legs at one time, and the tendon 
reflexes were an alarmingly long time in returning. I have 
seen no reference in the literature to the length of time 
required for their return. Davidson and others? mention 
pains in the severe cases as “‘a very prominent symptom,’’ 
and Fairley'! describes two cases with pains, in one of 
them ‘‘ excruciating.’’ Usually, however, this degree of 
severity would appear to be uncommon. In view of the 
normal sensation the lesions would appear to be in the 
anterior horn cells or in the afferent fibres, and one or 
other may be temporarily damaged by the toxins. 

Relapses, according to Buchanan,? occur in 10 per cent. 
of cases. In this case the first symptom of the relapse 
was on the seventeenth day. Price,'? quoting Dawson, 
says: ‘‘ In some instances there is a secondary rise of 
fever about the beginning of the third week which is 
difficult to explain, since there is no accompanying 
exacerbation of symptoms or increase of jaundice.’’ In 
the present case, however, there was a return of all 
symptoms, pain being referred to the back rather than to 
the limbs, but there was no increase of jaundice. 

Of the value of serum, so far as one can form an opinion 
from one case, there would appear to be little doubt. 
From the comparisons given above and the condition of 
the patient before serum was given, I feel convinced in 
my own mind that it saved his life. In the case described 
by Halsted serum appears to have been very beneficial ; 
Davidson and others’® state that it should be given before 
the icteric stage, preferably during the first three days. 
From the present case and that of Halsted it would 
appear that serum can be very beneficial when given much 
later. 

This patient also developed the other complication met 
with in the disease, a pyelonephritis which developed 
early in the illness. Albuminuria was present from ad- 
mission until the forty-ninth day, except on the fifteenth, 
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sixteenth, and seventeenth days, just before the relapse, 
on which three days the urine was alkaline. Davidson 
and others'! emphasize the importance of a nephritis in 
association with jaundice in the diagnosis of the disease. 
The pleurisy which developed on the eleventh day does 
not appear to be a common complication. The thrombo- 
phlebitis was not at first regarded as a complication of 
the disease, in spite of the leng interval between its 
development and the last occasion on which venupuncture 
was performed. A case is reported,'® however, in which 
phlebitis developed in the leg on the thirty-second day. 
In the present case it developed in the arm on the thirty- 
first day. 

Neutralization of the urine when looking for lepto- 
spirae is advocated by Morgan and Brown,!® and 
significant that in the present case the successful guinea- 
pig inoculations were performed, first with a urine which 
had been neutral in the twenty-four-hour specimen imme- 
diatcly preceding, and the second with an alkaline urine. 
All the other urine inoculations were unsuccessful, and 
were with an acid urine. The specimen sent to Dr. Alston 
was also acid. It would seem, therefore, quite apart from 
other reasons, that the administration of potassium citrate 
or some such preparation is necessary if successful inocula- 
tions are to be made from urine. Davidson and others™ 
state that the inoculation must take place within one 
hour ; two or three hours elapsed in the successful inocula- 
{ions in the present case. The progressive anaemia up to 
the twenty-fifth day should be noted. Buchanan? states 
that the disease is accompanied by a slight anaemia, 
with a haemoglobin percentage of 70 to 90. Two of the 
cases described by Alston'® had a haemoglobin percentage 
of 50; the haemoglobin in the present case descended 
to 42 

No high blood ureas, like that of Alston’s!® second 
case, in which the blood urea reached 145 mg. per 100 
c.cm., were recorded. The highest figures were 48 mg. 
per 100 c.cm. on the fifteenth day, and 50 mg. during the 
relapse. The nephritis is toxic, and appears to leave no 
permanent effecis. The boy is fit and well and working 
at the present time. 

The final point of interest concerns the mercuric 
chloride sulphosalicylic acid test for tuberculous mening- 
itis. This test would appear to be not infallible, as a 
positive result was obtained from both specimens of 
cerebro-spinal fluid examined. 

My thanks are due to Dr. E. C. Hadley, medical super- 
intendent of the City General Hospital, for permission to 
publish this case, and to Dr. Alston for his interest and his 
very valuable assistance. 


REFERENCES 

' Maxwell, J.: Lancet, 1935, ii, 998. 

2? Buchanan, G.: Medical Research Council, Special Report Series, 
No. 113, 1927. 

4 Findlay, G. M., Dunlop, J. L., anc Brown, H. C.: Trans. Roy. 
Soc. Trop. Med. and Hyg., 1931, xxv, 7. 

* Shuffner, W.: Ibid., 1934, xxviii, 7. 

> Watson, G. W., McLeod, J. W., anc Stewart, M. J.: British 
Medical Journal, 1935, i, 640. 

“ Halsted, E. A. M.: Ibid., 1935, i, 1067. 

7 Littledale, R. M.: Ibid., 1935, ii, 11. 

® Watson, G. W., McLeod, J. W., and Stewart, M. J.: Ibid., 
1975, i, 639. 

’ Davidson, L. S. P., Campbell, R. M., Rae, H. J., and Smith, J.: 
Ibid., 1934, ii, 1138. 

1 Alston, J. M.: Lancet, 1935, i, 806. 

1! Pairley, N. Hamilton: British Medical Journal, 1934, ii, 13. 

aed Price, Frederick W.: A Te rtbook of the Practice of Medicine, 
fourth edition, 1933, p. 216. 

42 Davidson, L. S. P., Campbell, R. M., Rae, H. J., and Smith, J.: 
British Medical Journal, 1984, ii, 1137. 

'Tdem: Ibid., 1934, ii, 1139. 

' Laignel-Lavastine, Boquien, Y., and Sterne, J.: Bull. et Mém. 
Soc Méd. des Hép. de Paris, 1932, xlviii, 1017. 

4© Ministry of Health Reports, 1927, No. 42, p. 19. 


MEpicaL 


LEPTOSPIRAL JAUNDICE, AFTER BATHING INJURY THE Br 


Clinical Memoranda 


Mixed Salivary Tumour of Hard Palate 


The following case of mixed salivary tumour of the hapj 
palate came into St. Mary’s Hospital some weeks ago 
I consider this case interesting on account of the effusion 
into the maxillary antrum. 


A married woman aged 64 years was admitted to hos. 
pital on April 16th. She complained of a large swelling 
over the left maxillary antrum, which started two and a halt 
years ago and which had grown gradually bigger. Her 
doctor put a needle in on two occasions and drew off some 
blood-stained fluid. 

On examination of the mouth the teeth were found to be 
normal, but on the front of the hard palate there was q 
rubbery, hard, irregular swelling, which had the appearances 
of a carcinoma. No secondary glands were felt. A radiograph 
revealed an effusion into the left maxillary antrum, 
together with bone and expansion. An operation was per: 
formed, at which the swelling was excised and the antrum 
drained. The wound healed by first intention. 

The pathological report was that of mixed salivary gland 
tumour showing the usual structure of fibrous tissue and 
various types of epithelium, tubes with columnar cells, a 
few alveoli containing colloid, drawn-out cells in a mucinous 
matrix, and squamous keratinized epithelium. There was no 
evidence to suggest that the tumour was more malignant than 
usual, 

I wish to thank Mr. Duncan Fitzwilliams for permission 
to publish this case. 

GORDON WILLIAMS, 
House-surgeon, St. Mary’s Hospital, W. 


Muscle Irritability Preceding Ether Convulsions 


The reason for publishing this case is the very interesting 
occurrence of the twitching of the abdominal muscles 
when clipped at least fifteen minutes before convulsions 
commenced. This phenomenon was not noticed when the 
original incision was made. 

If local irritability of muscle should be found con- 
stantly to precede late ether convulsions this sign would 
be a useful warning to the anaesthetist, as the anaes- 
thetic could be changed and ether eliminated before 
convulsions actually start. 

A boy 12 years old was admitted to hospital with a 
diagnosis of acute appendicitis. He was of good build and 
height for his age. Temperature 97° F., pulse 72, Half an 
hour before the operation, which was performed by the house- 
surgeon, he had an injection of 1/100 grain atropine sulphate, 
but no other premedication apart from this. 

Induction was rapid and smooth by means of a nitrous 
oxide, ethyl chloride, ether sequence. Anaesthesia was mait- 
tained by means of the open ether drip method, and after 
about fifteen minutes, when slight duskiness appeared, 
oxygen was continuously run in under the mask. 

So many adhesions were found that after twenty-five 
minutes the incision had to be lengthened by 1} inches m 
order to get better access. At this stage the respirations 
began to get shallow and jerky, and lacked the even rhythm 
one associates with deep anaesthesia, yet my experience told 
me that the patient ought to be in the deeper planes of the 
third stage of anaesthesia. I now asked the operator whether 
relaxation was good, and he replied that he was quite 
satished, but that the muscles twitched when he clipped 
them with artery forceps. , 

When the operation had been in progress for three-quarters 
of an hour I lifted the gamgee pad from the face and noticed 
slight twitching of both eyelids. This soon spread to the 
other facial muscles, and one could hear his teeth clicking 
against the metal end of the Phillips airway. The muscles 
of the neck now twitched, his head jerking from side to side, 
and movements of the shoulders soon followed. At the 
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beginning of convulsions I started to inflate the patient’s 
jungs with pure oxygen from a McKesson machine, and con- 
tinued doing this every five seconds until convulsions stopped. 
This was just when the trunk was visibly lifting from the 
table in clonic opisthotonos. The patient was now so 
“light ”’ that swallowing movements could be seen, SO open 
ethyl chloride was rapidly given and anaesthesia was main- 
tained with nitrous oxide and oxygen only during the rest 
of the operation. 

The appendix was six inches long, half an inch in diameter, 
and filled with pus. The total operating time was one hour 
and ten minutes. The patient had no further convulsions 
and made a good recovery. 

I am indebted to Mr. F. MacG. Loughnane for permission 
to publish this case. 

J. U. Human, M.R.C.S., L.R.C.P., 
Honorary Anaesthetist, St. Mary’s Hospital 


London, W.1. for Women and Children, Plaistow. 


Pneumococcal Epididymo-orchitis as a 
Complication of Lobar Pneumonia 


This case seems to be rare enough to merit publication. 
On looking up the literature we are able to find only one 
case reported in the English language’ (and this was a 
mixed infection) ; five other cases have been recorded in 
foreign literature.* * * 


On March 21st, 1936, a male Indian, aged 25 years, was 
admitted into the General Hospital, Singapore, with a history 
of fever and cough for three days. Examination showed 
consolidation of the lower lobe of the left lung, and a diag- 
nosis of lobar pneumonia was made; three days later the 
lower lobe of the right lung also became involved in the 
pneumonic process. On March 27th (tenth day of illness) 
the temperature dropped to 99° F., but a low, irregular fever 
(up to 100° F.) persisted for four days more; then the 
temperature came down and remained flat for three 
days, and then started rising again. On April 4th no 
abnormal physical signs were detected in the lungs. On the 
evening of April 6th the temperature rose to 101° F., and a 
complete physical examination undertaken the following 
morning revealed a bilateral epididymo-orchitis with abscess 
formation on the right side; the lungs remained clear. 
On questioning the patient he stated that he had had the 
scrotal swelling on both sides since the fourth day of his 
illness, but had failed to mention this to the doctor, pre- 
sumably owing to shyness. There was a bilateral scrotal 
swelling affecting mainly the epididymides, but also involving 
the testes ; it was hard and without pain or tenderness, except 
over a fluctuating area situated on the right side of the 
scrotum anteriorly ; the spermatic cord was not thickened or 
tender on either side. An incision was made over the 
fluctuating area under local anaesthesia, and the pus yielded 
a pure culture of pneumococcus, Type I. On April 10th the 
patient developed a similar abscess on the left side, which was 
also incised and drained. The epididymo-orchitis cleared up 
spontaneously after the abscesses were evacuated, and the 
patient was discharged well on April 27th. 


We would add that if a pneumococcal epididymo- 
orchitis should occur as a solitary lesion, in the same way 
that a pneumococcal arthritis, meningitis, etc., may so do, 
it might perhaps be confused with venereal disease. 


We are indebted to the surgical and pathological depart- 
ments for their assistance in obtaining the pus and the 
organism in pure culture, and to the Director of Medical 
Services, Straits Settlements, for permission to publish. 


J. V. Lanpor, M.D., M.R.C.P.Lond. 
B. R. SREENIVASAN, L.M.S.Singapore. 


General Hospital, Singapore. 
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Reviews 


TUBERCULOSIS OF THE RESPIRATORY TRACT 
So absorbing are the problems presented by pulmonary 
tuberculosis that the phthisiologist may be forgiven if he 
sometimes forgets that the lungs, to which his attention 
is constantly directed, are not the only part of the re- 
spiratory tract liable to the visitation of Koch’s bacillus. 
GEorRGES PoRTMANN and Henry Retrouvey, in their 
recent book, Les Votes Aériennes et la Tuberculose,' recall 
our attention to certain aspects of respiratory infection 
which merit much more attention than they usually 
receive. After excellent preliminary chapters on the 
clinical manifestations of nasal, nasopharyngeal, and 
pharyngeal tuberculosis and tuberculous disease of the 
sinuses, the authors arrive at what is a highly interesting 
and important contribution to modern studies on laryngeal 
and tracheal tuberculosis. In Chapter VII they discuss 
at considerable length and with critical intelligence the 
pathogenesis of tuberculosis of the respiratory passages, 
passing on in Chapter VIII to general treatment and to 
certain special methods such as collapse therapy and the 
use of gold salts and other chemical substances. The final 
chapters deal with the bearing of disease of the upper 
respiratory tract upon pulmonary tuberculosis and con- 
ditions likely to be confused with it. : 

In a book of this nature the eternal question of whether 
there is a direct relation between the cervical and the 
mediastinal and tracheo-bronchial glands naturally receives 
attention, and the problem is capably discussed on pages 
28 and 29 in connexion with the tonsils as portals of entry 
of infection ; and again, at greater length and in more 
general terms, on page 163 and the succeeding pages in con- 
nexion with laryngeal tuberculosis. The idea of “‘ hémi- 
phymies ’’ or unilateral pulmonary lesions complicated by 
homolateral laryngeal infection led Krieg to postulate an 
important role for the lymphatic spread of tuberculosis 
from lungs to larynx ; and the authors devote an interest- 
ing passage to the ‘‘ retrograde lymphatic path,’’ their 
remarks being well illustrated by an excellent diagram on 
page 165, borrowed from the work of Guément on this 
subject. They conclude that a retrograde lymphangitis is 
possible, and that ‘‘ the importance of the lymphatic 
system in the propagation of tuberculous lesions is becom- 
ing more and more evident.’’ This view, however, does 
not lead them to abandon other methods of pathogenesis 
in laryngeal tuberculosis. They give due weight to the 
possibilities of infection by contaminated sputum and to 
haematogenous spread in the upper respiratory tract. 

In regard to treatment, stress is laid on the value of 
silence as the most important method of “‘ rest ’’ therapy 
in laryngeal disease. The advantages of tracheotomy for 
the relief of otherwise incurable dyspnoea and for some 
other states in advanced laryngeal tuberculosis is admitted, 


_but, as the authors say, ‘‘ a cété de ces avantages, com- 


bien d’inconvénients!’’ Pulmonary extensions due to 
aspirated blood, retention of secretions amounting to 
‘“‘ auto-submersion,’’ augmentation of cough, tuberculiza- 
tion of the operation wound ; all these may follow trache- 
otomy in laryngeal tuberculosis. An interesting possibility, 
to which attention is directed, is the resting of half the 
larynx by alcoholization of the recurrent laryngeal nerve, 
according to the technique of Vernieuwe of Ghent, who 
has already reported one completely successful case. The 
indications, however, are strictly limited. The lesion must 
be absolutely unilateral ; there must be no perichondritis 
and no interarytenoid lesion. The authors sum up with 
the conclusion that ‘‘ the silence cure remains the best 


' Les Voies Aériennes et la Tuberculose (Bibliotheque de Phtisio- 
logie). By Georges Portmann and Henri Retrouvey. Paris: 
Masson et Cie. (Pp. 312; 30 figures. 50 fr.) 
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method because it is useful from every point of view and 
never harmful.’’ 

This useful book, provided with a good selection of 
references, still suffers from an inconvenient system of 
bibliography. The index of authors, though alphabetical 
and fairly complete, is broken up into anatomical sections 
which do not quite correspond with the chapters. It is 
therefore very difficult to trace the authors quoted. The 
work, however, deserves to be widely read, and is a valu- 
able contribution to the literature of tuberculosis. 


ENDOCRINOLOGY 

In his book on the endocrine glands? Sir HUuMPHRY 
KOLLESTON has amplified the lectures he gave under the 
FitzPatrick Trust before the Royal College of Physicians 
of London in 1933-4 on the history of these organs by 
including accounts of their anatomy, physiology, and dis- 
eases. Organotherapy, including the use of extracts of the 
whole animal and of human remains, was a recommended 
treatment in the Middle Ages, the theoretical basis of it 
mixed with superstition. It was not until 1855 that the 
modern aspects of endocrinology began to emerge with 
Claude Bernard’s conception and investigation of the 
internal secretions. The fundamental distinction between 
chemical and nervous stimuli was not appreciated till 
the discovery of secretin by Bayliss and Starling. These 
chemical stimuli or hormones have now been isolated in 
the case of several of the endocrine glands, and in some 
instances have been synthesized in the chemical laboratory, 
thus establishing a scientific endocrine therapy. Many of 
the syndromes were known in the past and were illustrated 
in pictures of dwarfs and sculptures of gargoyles in 
mediaeval times. The corresponding underlying endocrine 
disturbances have only recently been discovered, and it is 
probable that more disease-pictures may be differentiated 
as the result of further work. 

It is particularly in this department of medicine that 
clinical zeal has otten overstepped the scientific basis, and 
at one time multiple gland and organ extracts were com- 
bined in tablets and solutions, and used without discre- 
tion in so-called pluriglandular therapy. It is interesting 
that as work progresses more and more emphasis is laid 
on the interrelation of the various endocrine glands. This 
seems especially to occur in the deep-seated and primitive 
phenomena associated with reproductive functions. The 
pituitary gland, or rather the anterior glandular portion 
of it, appears to have a stimulating action on growth and 
on other endocrine organs, especially the gonads ; though 
the thyroid, adrenal cortex, pancreas, and parathyroid also 
receive stimuli. It may be that certain types of cell in 
the anterior pituitary lobe may have different effects in 
these respects, and it is on these lines that investigation 
and research are likely to bear fruit. 

Sir Humphry Rolleston has done good service in bring- 
ing together in this well-documented volume the known 
facts, and in doing this has done more. As well as the 
interesting outline of the history of endocrinology, he gives 
a sound and complete view of present-day knowledge, 
thus enabling future writers to have before them the posi- 
tion attained at the end of the first third of the twentieth 
century. His researches into the bibliography have re- 
sulted not ina compilation, but a considered judgement on 
the facts at present before us. The book is illuminated by 
choice bits of biography of those workers who have contri- 
buted to the subject, and in many cases by illustrations 
from drawings, paintings, or photographs of the men 
themselves. 


2 The Endocrine Organs in Health and Disease. With an His- 
torical Review. By Sir Humphry Davy RKolleston, Bart., G.C.V.O., 
K.C.B., M.D. London: H. Milford, the Oxford University Press. 
1936. (Pp. 521; 10 figures. 36s. net.) 


NEUROLOGY AND PSYCHIATRY 


‘Volume ix of The Practitioners’ Library of Medicine ang 
Surgery* is devoted to neurology and psychiatry. Its 
authorship is divided among a number of neurologists 
and psychiatrists of repute in the United States, with 
the assistance of one Norwegian and one English neuro. 
logist, and the book is designed to cover the whole field 
of neurology and psychiatry. The introductory chapters 
deal with the principles of psychopathology and psycho- 
analysis and their applications to psychopathic person- 
alities. Then follow chapters on the cerebro-spinal fluid 
and ventriculography and encephalography. Infections 
of the brain and its coverings and of the peripheral nerves 
are next described ; then intoxications and deficiency 
diseases and traumatic states. Neoplasms and _ vascular 
lesions of the nervous system are then considered, and 
after these congenital abnormalities and degenerations, 
paroxysmal disorders, and the dystrophies. Chapters 
devoted to manic-depressive psychosis and schizophrenia 
end the volume. 

As a whole the book attains and maintains a high 
standard. The articles are well written and illustrated, 
and supplied with adequate references. We doubt, how- 
ever, whether it really fulfils its purpose of catering for 
the practitioner. The chapter on ventriculography and 
encephalography, for example, though an admirable 
description of the technique and applications of these 
procedures, must have a very limited appeal, and few 
practitioners will need to concern themselves with the 
diagnosis and treatment of spinal epidural abscess. More 
space, on the other hand, might have been devoted to 
subacute combined degeneration and to the effects of head 
injury considered from the clinical rather than from the 
statistical point of view. Though the presentation is 
often more detailed than the average practitioner requires, 
this book will be found useful by those reading for the 
higher medical qualifications and by physicians requiring 
some specialized knowledge of neurology and psychiatry. 


ORTHOPAEDIC SURGERY 


Four years have passed since the first appearance of Mr. 
Mercer’s textbook. In the second edition* much new 
material has been added, the format is greatly improved, 
but there are now nearly nine hundred pages, and the 
price is £2. While the addition of chapters on circulatory 
disturbances and manipulative surgery is most welcome, 
it is a pity that the book has passed into the “ big” 
class, seeing that there is such a dearth of works on 
orthopaedics of a size that the student can reasonably 
be expected to read. 

It would have enhanced the value of this book 
if the numerous sections dealing with operations had 
been pruned drastically. The student should know the 
pathology and clinical features of the more common 
orthopaedic conditions, and be familiar with the broad 
outlines of treatment. But the practice of orthopaedics, 
and especially the operative work, ought only to be 
learned from a master in this great field of surgery, and 
from careful study of original papers. Why, for example, 
should this book devote a whole page to illustrating a 
rare operation for removal of the fifth lumbar transverse 
process, or why, if the descriptions of operations are 
meant to be of some use, is the after-treatment of 
Clairmont’s operation omitted? 


3 The Practitioners’ Library of Medicine and Surgery. Vol. 1% 
Neurology and Psychiatry. New York and London: D. Appleton- 
Century Co. 1936. (£2 10s. per vol., only sold in sets.) 

‘Orthopaedic Surgery. By Walter Mercer, M.B., Ch.B., 
E.R.C.S.Ed. Second edition. London: E. Arnold and Co, 1936, 
(Pp. 906; 408 figures. 40s. net.) 
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There is no doubt that this book is up to date, and the 
section on general diseases of bone is particularly good. 
Conflicting views (not uncommon in this young and 
flourishing branch of surgery) are, for the most part, set 
out with care, and the author generally gives good reasons 
for his personal preference for this or that theory or 
method. In several places there is, however, a lack of 
balance. Subcutaneous tenotomy for torticollis is damned 
jn-one sentence, the important acetabular focus in tuber- 
culosis of the hip is barely mentioned, and the cheeriness 
of the section dealing with the operative treatment of 
spastic paralysis is hardly justified. The description of 
the serum treatment of infantile paralysis is based on the 
work of a single enthusiast, and there is no mention of 
the unfavourable reports from clinicians in America and 
experimental workers in this country. 

On the whole, this is a reliable textbook, and it can 
be recommended to students and still more to graduates. 
But a good four-hundred-page textbook of orthopaedics 
has yet to be written, and it is badly needed. 


YEARBOOK OF GENERAL MEDICINE 

The series of Practical Medicine Year Books, which now 
are in their thirty-fifth year, comprise ten volumes. 
Several of these have been reviewed recently in our 
columns. The volume on general medicine® covers the 
following departments: infectious diseases, under the 
editorship of Dr. George Dick ; diseases of the chest, by 
Dr. George Lawrason Brown ; diseases of the blood- 
forming organs and the kidney, for which Dr. George 
Minot and Dr. William B. Castle are responsible ; diseases 
of the heart and blood vessels, by Dr. William Stroud ; 
and diseases of the digestive system and metabolism, by 
Dr. George Eusterman. The names of these distinguished 
men are sufficient warranty of the value of the 
contributions. 

The general method adopted to bring forward the 
literature of the last year or two may be followed in the 
section on diseases of the chest, which takes 180 pages. 
Summaries of articles in various medical journals are 
grouped under diseases of the lungs, pneumonia, tuber- 
culosis, collapse therapy, diseases of the bronchi, and 
miscellaneous conditions. “When necessary an_ editorial 
comment in small type is appended to the article, either 
of commendation or further explanation. The abstracts 
are readable, full enough to be worth reading, and (so 
far as can be judged by those known to us in extenso) 
give a fair statement of the authors’ views. In the 
section on diseases of the heart and blood vessels the 
articles are grouped under subheadings of aetiology, 
anatomical changes, physiological considerations, and 
treatment. In this way the field of cardiovascular 
disease is covered, sometimes by repetition of what is 
not always the most valuable, but if read as a whole the 
student or practitioner will have a good summary of 
modern work and opinion. Individual items may be 
picked out by means of the incex, which we have found 
reliable. 

In his introduction to the section on diseases of the 
digestive system and metabolism, Dr. Eusterman points 
out that in 1935, as in previous years, the current li*era- 
ture deals extensively with experimental and clinical 
research, much of which has important practical applica- 
tions. Most of the significant contributions to know- 
ledge of the diseases of the alimentary canal, of disorders 
of nutrition and metabolism, of vitamin deficiency states 
and allergic diseases, as well as the newer methods of 


* The 1935 Year Book of Geneval Medicine. Edited by George 
F. Dick, M.D., and others. Chicago: The Year Book Publishers 
Inc. London: H. K. Lewis and Co. Ltd. (Pp. 848; 113 figures. 
8 dollars or 12s. 6d.) 


treatment, are reflected in the articles selected. A similar 
result has been attained in the whole book. It is pleasant 
to read and handle, and is a worthy successor in a line 
established in public confidence. 


TALKS WITH WOMEN PATIENTS 

Every gynaecologist will share Dr. Emit Novak's belief 
that there is room for a book*® which answers the questions 
of reasonable women, and will be grateful to such an 
authority for setting forth in print the substance of his 
talks with his own patients. He seeks to help us towards 
more satisfactory patients by offering them a simple, easily 
understandable, and truthful explanation of the biological 
significance of their development, from puberty and men- 
struation to nidation (excluding maternity), and through 
the climacteric. He succeeds to admiration in conveying 
all the necessary information with an attractive respect 
for the readers’ intelligence, and a recognition of social 
conditions as well as of scientific fact. There is a per- 
suasiveness about his writing which is evidence of experi- 
enced sympathy in meeting inquiry, and in uprooting the 
fallacies that cause much mental suffering. 

The non-biologically minded woman might be affronted, 
perhaps, on opening a page to find herself described as an 
egg-bearer, though that should do her no harm. In the 
opening chapter references to abnormalities of the external 
genitals, and later references to experiments with rats and 
to freaks of puberty, would bé strong meat for manv. 
These are, one feels, less essential to the argument. The 
terms hymen and puberty are used before their explana- 
tion is given, which suggests the need for a glossary. Tre 
diagram of the XY chromosomes is not clear, but there 
are good outline drawings of the pelvic viscera. 

The closing chapter on the sex life of woman is written 
with particular delicacy. Dr. Novak evinces a preference 
for abstinence during the ovulation period as the most 
generally acceptable method of contraception. Libido 
May survive even oophorectomy, because its origin lies 
deep in the psyche. That an eminent gynaecologist can 
be imaginative appears from his suggestion that our 
ancestresses, swinging from bough to bough, were clever 
enough to time their periodic sex cycle to fall in with 
the romantic light of the mystic moon. 


Notes on Books 


The Short Tabular Survey of the History of Medicine, 
by Professors Lupwic Ascuorr of Freiburg in Baden and 
DrepGcen of Berlin, of which the present work repre- 
sents the third edition,’ is divided into five unequal parts 
devoted respectively to primitive medicine, the medicine 
of ancient civilizations, the Middle Ages, modern times 
(which forms the bulk of the work), and the characteristics 
of the latest development of medicine. Each page is 
divided into three parallel columns, the text in the centre, 
with the date on the left and principal contemporary 
events on the right. The text contains a concise account 
of the landmarks in medicai history and names of the 
most eminent men, with the dates of their deaths or of 
their birth in the case of those still living. The book will 
prove useful for purposes of reference, but its value 
would be considerably improved by the addition of an 
index. We have detected only a few errors, such as the 
description of Hunter as an American, in connexion with 
focal infection (page 58), the omission of Klebs, in con- 
nexion with the discovery of the diphtheria bacillus 
(page 47), and the misspellings Worthley-Montagu for 
Wortley Montagu (page 34) and Filaton for Filatow 


(page 18). 


® The Woman Asks the Doctor. By Emil Novak, M.D., D.Sc. 
London: Christophers. 1936. (Pp. 191; 11 figures. 5s. net.) 

7 Kurze Ubersichtstabelle zur Geschichte der Medizin. By L. 
Aschoff and P. Diepgen. Third edition. Munich: J. F. Bergmann. 
1936. (Pp. 61. RM. 4.80.) 
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The second edition of Dr. P. M. Stimson’s Manual of 
the Common Contagious Diseases (Bailliére, Tindall and 
Cox, 18s.), of which the first received notice in these 
columns some years ago (September 26th, 1931), has 
been revised and enlarged by the addition of a chapter 
on small-pox, and a survey of recent work on vaccines for 
whooping-cough and poliomyelitis, a rapid method for 
cultivating the diphtheria bacillus, antitoxin in meningo- 
coccus meningitis, and placental extract in measles. 


Captain J. E. Stone’s Hospital Accounts and Financial 
Administration,® first published in 1924 (reviewed in our 
issue of September 27th of that year), now appears in a 
second edition, with a foreword by Lord Plender and an 
introduction by Mr. Neville Chamberlain. The first edi- 
tion advocated a system of accounts based on a chart of 
the units of the organization of the hospital. A commis- 
sion, of which Captain Stone was president, appointed by 
the International Hospital Association in 1931, after four 
years of investigation, strongly recommended this method 
of procedure in its report. The new edition, which has 
been completely revised and considerably enlarged, covers 
all the requirements of the revised uniform system. It 
also presents a complete accounting system on the organi- 
zation unit basis, with specimen forms for every kind of 
transaction in hospital finance. The book is divided into 
three parts: financial accounts, departmental and cost 
accounts, and statistics and financial control. It should 
be equally useful in the largest institutions or the hum- 
blest cottage hospitals. 


A very interesting and useful addition to the Medical 
Précis series is the volume devoted to medical physics by 
Professor ANDRE STROHL.* In about 700 pages a wide 
field is covered, which ranges from general manifestations 
of energy by living animals to x rays and radioactivity, 
with their clinical applications. The general principles of 
physical apparatus used 1n clinical research are simply 
and clearly explained. It 1s a convenient, simply written, 
and compact book of reference for those who are inter- 
ested in the subjects covered by it, though not intended 
for experts in any special branch. 


® Hospital Accounts and Financial Administration. By Captain 
J. E. Stone, M.C., F.S.A.A., F.S.S., F.R.Econ.Soc. 2nd Edition. 
London: Faber and Faber, Ltd. 1936. (Pp. 278; 21s. net.) 

* Précis de Physique Médicale. By Professor André Strohl. 
Paris: Masson et Cie. (Pp. 724; 320 figures. Broché, 60 fr. ; 
cartonné toile, 70 fr.) 
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Preparations and Appliances 


THERMOSTATIC INTRAVENOUS APPARATUS 
Dr. Paut C. Gipson (Torquay) writes: 


It is important that any fluid transfused in bulk shall be 
at blood temperature as it enters the vein of the recipient. 
The need for some means of keeping such fluids warm is 
sufficiently obvious to need no further emphasis. The appara- 
tus depicted in the illustration (Fig. 1) was made for me by 
Messrs. Down Bros. The principle is derived from a similar 
apparatus described by M. Cole Rous! in 1931. Its essential 
features are: (1) the heating unit, which consists of two 
carbon filament 40 watt electric light bulbs ; (2) the thermo- 
static control, by means of which the temperature can be set 
anywhere between 95° F. and 150° F. ; this is a simple con- 
struction, and there is little chance of its getting out of order ; 
(3) a thermometer, registering up to 150° F., which will reach 
to the bottom of the flask. This can be sterilized by immer- 
sion in spirit for half an hour before use. The apparatus can 
be connected to any lighting circuit by the adjustable plug 
adapter supplied with it. 

I have used this apparatus for saline, glucose, and blood 
transfusions. The six occasions when I have tried it for blood 
transfusions were chiefly remarkable for the absence of any 
sort of undesirable reaction. In the past it has been a common 
experience that a rigor may occur an hour or so after a blood 
transfusion. It has been suggested that the citrate solution 
was responsible for it, and this has been cited as an argument 
against the use of citrated blood for transfusions. It seems 
equally probable that the rigor was due to cooling of the blood 


after collection. I habitually use a 4 per cent. solution of 
sodium citrate in distilled water as an anti-coagulant, 100 c.cm 
for every 500 c.cm. of blood, and I employed this concentra, 
tion in the six cases reterred to above. In using this apparatng 
I would suggest consideration of the following points: (1) heat 
that is lost during collection must be made good and then 
the blood must be-warmed up to 115° F., so that it shall be at 
98° F. as it enters the vein—it will be found that to do this 
the air in the flask must be kept at about 120° F, ; (2) the 
rubber tubing leading from the flask to the vein should be as 


Fig. 2. 


short as possible to reduce the cooling effect to a minimum ; 
(3) it is advisable to stand the apparatus on an asbestos mat 
to avoid cooling by contact with a cold table. For doing 
blood transfusions I use the apparatus I described in 1926, 
the only modification being that I now have a side-branch 
syringe for connecting with the recipient’s vein (Fig. 2). The 
whole apparatus with the thermostat can be obtained from 
Down Bros, Ltd. 
REFERENCES 
? Rous, M. C.: Journ. Med. Assoc. South Africa, 1931, v, No. 17. 
3 Gibson, P. C.: Lancet, 1926, ii, 375. 


TANNA-FLAVINE JELLY 

The British Drug Houses, Ltd., of Graham Street, City 
Road, London, N.1, have produced a non-oily jelly of tanmic 
acid and acriflavine ‘‘B.D.’’ in a convenient collapsible 
metal tube for use in the treatment of minor burns and 
scalds, and as a first-aid dressing in more serious cases. In 
the treatment of minor burns the jelly may be applied at 
once directly to the injured area. In more severe burns and 
scalds the tanna-flavine jelly applied after the removal of 
all blistered and devitalized tissue should be spread thinly 
over the injured area and, if possible, allowed to dry. This 
use as a first-aid application will not affect the more Mr 
tensive tannic acid treatment which is necessary later m 
these severe cases. Full particulars of the method of treat- 
ment are published in a booklet, which will be sent post 
free on application to the manufacturers. 
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CLINICAL RADIUM RESEARCH 

The report of the Radium Institute for 1935 contains 
as usual many points of interest not only to those who 
are engaged in the practice of radium therapy but to 
the medical profession generally. Taking the points 
more or less in order as they appear in the report, it 
may be noted that the Institute now has at its disposal 
two 5-gram units of radium for beam therapy*—that 
is, apparatus for the application of the penetrating rays 
of radium allowed to act through the skin though not 
designed for specific action upon it. The radiations 
from a source of high radium content after suitable 
protective screening are used in the same manner as 
the radiations from an x-ray tube, and are intended to 
act upon deeply seated growths with a minimum of 
damage to more superficial structures. Owing to the 
large amount of radium necessary for the provision of 
the requisite degree of highly penetrating radiation, 
apparatus of this kind is not only very costly but 
demands the highest skill and care in its manipulation. 
It is therefore even more essential in this case than 
when smaller units are employed that treatment should 
be carried out at specially equipped centres and under 
expert supervision. It must be realized that this 
method of radium therapy is at present more or less in 
an experimental stage. Good results have been ob- 
tained in many cases ; but we think that the Radium 
Institute has done well in not making an early, and 
almost undoubtedly premature, report upon such 
results as are already to hand. At the same time it 
may be possible at no very distant date for us to have 
an account of what has been achieved from an installa- 
tion which is, we believe, unique in this country. 

The medical report, by Drs. Roy Ward and Durden 
Smith, refers to two groups of cases of special interest. 
The first of these is rodent ulcer, of which 191 cases 
were treated during the year 1935 ; of these 107 were 
in males and 84 in females. The commonest sites were 
the cheek and nose, which together accounted for 93 
out of the total 191 cases. As regards the classification 
of these neoplasms, they are grouped under four main 
headings: (1) hypertrophic, (2) superficial ulcerative, 
(3) superficial cicatrizing, and (4) deep ulcerative. 
Cases included under the first three groups were treated 
by flat plaques without other screenage than the thin 
coating of the plaque itself. The applications were 
made for short periods, one and a half to two hours. In 
the extensive superficial hypertrophic and_ ulcerated 
Varieties treatment was usually by radon “ seeds,” 


each of 1.5 mc. content and screened with 0.3 mm. of 
Platinum. For deep ulcerative types gamma radiation 


e Beam ‘therapy’ is the same as “ massive radium therapy ” 
or teleradium therapy.” The obsolete and stupid name ‘* bomb 
by " refers to the same method of treatment. 


from radium tubes mounted on stent or Columbia paste 
has been the rule, though in a few cases radium needles 
were inserted. During the past two years a new method 
has been adopted for the treatment of extensive rodent 
ulcers where there is underlying bone, as in the frontal, 
malar, and mastoid regions. The difficulty in treating 
cutaneous new growths in these situations arises from 
the fact that the bone itself may become the seat of 
radiation necrosis. The new plan of treatment is by 
means of heavily screened radon tubes, applied to the 
surface of the lesion and to the surrounding normal skin. 
It cannot be better described than in the words of the 
report itself: 

“The lesion is measured and a rectangular figure 
marked on the skin so that the lesion is in the centre of 
the rectangle and so that the rectangle includes 1 cm. of 
normal skin between each of its sides and the edge of the 
lesion. A lead tube whose cross-section is 8 mm. and 
whose walls are 2.5 mm. is used for treatment. Active 
length of the tube is equal to one side of the rectangle, 
and its linear intensity is 10 mc. Parallel to the side 
concerned, lines are drawn 8 mm. apart. The tube is 
covered with strapping and applied along the side of the 
rectangle. The next field to be treated is the space 
between this line and the next, and the third field is in 
the succeeding line, and so on. For most lesions two 
hours’ exposure is given to each field, with the exception 
of the two outer fields, where the exposure is two and a 
half hours. When the number of fields is large the indi- 
vidual exposures are shortened, and if its active length 
is less than 2 cm. the linear intensity is somewhat in- 
creased. After every third exposure the radon tube is 
made up to its original intensity. The results of this form 
of treatment have so far been good, and it has the follow- 
ing advantages: (1) The tube, since it contains radon, can 
be made of any length required. (2) The patient can be 
treated in two or three days, without the necessity for 
hospitalization. (3) The reaction is very slight and does 
not cause inconvenience to the patient or keep him from 
work.”’ 

The second group of cases to which detailed attention 
is given is that of carcinoma of the cervix uteri. In 
view of the close anatomical relation between the 
bladder and the anterior vaginal wall and the uterine 
cervix, routine cystoscopy has been practised in all 
cases of cervical cancer since the beginning of 1933. 
This adds but little to the time necessary for the 
introduction of radium, and bids fair to give valuable 
information regarding prognosis. An analysis of the 
cystoscopic findings in the first 100 consecutive cases }s 
given and their significance briefly discussed. The 
abnormal cystoscopic findings can be summarized under 
the following heads: (1) bulging and distortion of the 
base of the bladder ; (2) vascular dilatation ; (3) trans- 
verse striation ; (4) bullous oedema ; (5) presence of 
growth in the bladder. These appearances are given in 
the order in which they reveal themselves as the growth 
invades the bladder wall. Obviously more than one 
of these stages may coexist. Mere distortion of the 
bladder does not necessarily indicate invasion of the 
bladder wall, for it may be produced by simple pressure 
from a large-sized but still localized cervical growth. 
In such cases palpation of the anterior vaginal wall 
during inspection of the bladder will show that the 
vesical mucosa moves freely over it. The further stages 
definitely represent progressive invasion of the bladder 
wall by the growth. Vascular dilatation, which may or 
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may not be accompanied by petechial haemorrhages, is 
an early stage of involvement. Transverse striation of 
the vesical mucosa, which has been described as fairly 
common in carcinoma of the cervix, was nevertheless 
observed in only two of the 100 cases now under review, 
and in both of these it was associated with bullous 
oedema. Bullous oedema is a sign of advanced invasion 
of the bladder wall. It may be present without cysto- 
scopic appearance of new growth, and it may also 
occur with visible neoplastic invasion. Of the cases 
considered, excluding one of post-operative recurrence, 
twenty-eight were in Stages I and II (fourteen in each) ; 
while seventy-one were in Stages III (forty-three) and 
IV (twenty-eight). Again we are confronted with the 
same old story of delay in coming for expert advice 
and treatment. Micturition symptoms alone the authors 
regard as misleading in evaluating the degree of bladder 
involvement. They believe, however, that valuable 
information may be obtained from routine cystoscopic 
examination. It is interesting to note that patients in 
Stage I and Stage II in whom vascular dilatation and 
petechia were present died with extension of the disease 
within a year of treatment. 

We have dwelt so fully on the questions of rodent 
ulcer and on carcinoma of the cervix that but little 
space is available for considering the rest of the report. 
The latter part consists of tabulated summaries of the 
cases treated since 1925, with the survival rates at the 
expiration of different periods. Reference is made to 
the work of Dr. Mottram, the director of the Pathologi- 
cal Research Laboratory, who has published the results 
of his work upon mesoblastic tumours produced in fowls 
by exposure to radium ; variations in the sensitivity of 
the cell in relation to mitosis ; and the origin of tar 
tumours in mice whether from single or many cells. 
Sir Cuthbert Wallace and his staff have produced a 
very interesting report, and we look forward to the time 
when they feel in a position to give some information 
upon the question of radium beam therapy, which is 
now exciting so much attention. Copies of the 1935 
report, and of a recent leaflet describing the organiza- 
tion of the Radium Beam Therapy Research, may be 
obtained from the Radium Institute, 16, Riding House 
Street, Portland Place, London, W.1. 


VITAMINS AND HORMONES 


A sign of recert trends in biochemistry is given by the 
publication of a monograph of fewer than 100 pages 
with the comprehensive title Vitamins and Hormones.' 
The work is written from the standpoint of the organic 
chemist, nearly half the text being occupied by com- 
plex structural formulae, and the interesting point is 
that from this aspect the vitamins and hormones 
can conveniently be considered together. Knowledge 
in both these fields has advanced in recent years with 
great rapidity, and to-day it is becoming evident that 
the normal functions of the body depend upon supplies 
of minute quantities of complex organic bodies. Some 


1 Vitamine und Hormone und ihre technische Darstellung. Erster 
Teil. Evgebnisse der Vitamin und Hormonforschung. By Dr. 
Hellmut Bredereck. Leipzig: S. Hirzel. 1936. (KM. 6.) 


of these substances the body manufactures for itself 
others it has to obtain ready-made, but the reason be 
this distinction seems wholly obscure. The human body 
cannot manufacture ascorbic acid, which is a simple 
aliphatic six-carbon compound, whereas it makes for 
itself the highly complex sterol compounds which con- 
stitute the sex hormones. In the well-known instance 
of calciferol it is a matter of chance, or rather of climate, 
whether the body is self-supporting or dependent upon 
imported supplies. Since the same substance in the 
one case must be considered a hormone and in the 
other case a vitamin, the distinction between the two 
classes is evidently very ill defined. 

The outstanding impressions derived from study of 
the short and condensed account given by Dr, 
Bredereck in this monograph are admiration for the 
skill of the organic chemist in unravelling the complex 
problems set him by Nature and amazement at the 
complexities that are being revealed. It is only a few 
years since the discovery that vitamin A was produced 
from the plant pigment carotene, but to-day there is a 
list of a dozen provitamins both natural and synthetic, 
The discovery that vitamin D was produced by irradia- 
tion of ergosterol is also a recent event, but to-day half 
a dozen products of the irradiation of ergosterol have 
been recognized ; indeed it is still uncertain which is 
the chief active principle that occurs in cod-liver oil, 
though it is fairly certain that it is not calciferol. A 
similar development is taking place among some of the 
hormones. The outstanding example is that of the sex 
hormones. The monograph lists no fewer than thirteen 
substances in the male sex hormone group and seven- 
teen in the female sex hormone group. All of these 
have the same complex ring structure, and in several 
cases the male and female hormones have almost iden- 
tical structural formulae. 

The revelation of the way in which the functions of 
the body are regulated by chemical compounds may be 
looked upon as the most remarkable advance made in 
physiology during the present century, but the facts 
now being unfolded reveal a system that appears in the 
light of our present imperfect knowledge to be curiously 
irrational. Some of the most important agents such as 
adrenaline and acetylcholine are remarkable on account 
of their simplicity, while others—for example, vitamin 
A and the sex hormones—are of surprising complexity. 
Substances such as vitamins B, and B,, which are 
similar enough in distribution and function to have 
long been confused with each other, have turned out to 
be utterly unlike in chemical structure. On the other 
hand, the distinction between male and female is one 
of the most fundamental in the animal kingdom, and 
yet the development of the typical characteristics of sex 
is dependent on the body not making a mistake as to 
the positions in a sterol ring on which a few methyl 
and hydroxyl groups are affixed. Our knowledge of 
this fascinating branch of organic chemistry is still in 
its infancy, and as it progresses it is possible that 
recognizable patterns may take shape, but at present 
the picture suggests the caprices of an exuberant 
creative spirit revelling in complexity for its own sake. 
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NEURO-HYPOPHYSEAL CONTROL OF THE 
CIRCULATION 


The intimate structural connexions of the pituitary 
gland and the hypothalamic region of the brain are 
believed to underlie a close functional link, for the 
diencephalo-pituitary apparatus has been shown to be 
concerned in metabolic processes, with the expression 
of the emotions, and with the activities of the sympa- 
thetic nervous system. There is also a recent suggestion 
that these structures have some control over arterial 
tension. Cushing has described a syndrome in which 
pituitary changes are accompanied by hypertension, 
and it has even been claimed that lesions in this gland 
and the neighbouring part of the brain are related 
to essential or idiopathic hypertension. The evidence 
for and against such a view is fully discussed by 
A. van Bogaert.’ The possibility of hypertension 
arising from a primary change in the walls of the 
vessels themselves, from a defect of the depressor 
receptors in aorta and carotid sinus, or from suprarenal 
or thyroid overaction, is mentioned ; but the possibility 
is rightly dismissed, though it must be admitted that 
goitres sometimes, and suprarenal tumours very rarely, 
appear to be related to raised blood pressure. It would 
seem, therefore, that for the great mass of cases the 
origin of increased vascular tension must be sought in 
the central nervous system. The fact that a certain 
type of personality, which may be described as active 
and earnest, is very often encountered in hypertensive 
subjects, though adduced by Bogaert in favour of the 
central hypothesis, does not necessarily point to this. 
Similarly, the mild increase in the basal metabolic rate 
which sometimes accompanies hypertension, and also 
acromegaly, has been supposed to be due to a dis- 
turbance of a centre for the control of metabolism 
situated in the hypothalamus. But in both instances 
the explanation might be in secondary thyroid changes 
—vascular in origin in hypertension, and hormonal in 
acromegaly. In reviewing clinical and anatomical 
evidence it is pointed out that intracranial tumour may 
be associated with hypertension, and this is especially 
so when the tumour is situated in the posterior fossa. 
On the other hand, tumours in the region of the 
pituitary commonly lead to a fall in arterial pressure, 
while in acromegaly with tumour of the gland itself 
hypertension is practically unknown in subjects below 
the age of 40. The syndrome described by Cushing 
of hypertension associated with basophil pituitary 
adenoma may be of great significance ; but such an 
association is not constant. Recently it has been 
suggested that pituitary disorder may be responsible 
for the mild diabetic condition with hypertension com- 
monly found in older people in whom the sugar- 
tolerance curve is not far from normal and insulin is 
relatively inert. On the biochemical side attempts to 
discover an excess of pituitary hormones in the blood 
and cerebro-spinal fluid in high blood pressure cases 
have met with little success. Animal experiment has 
clearly shown the presence of a pressor pathway in 
the hypothalamus. Van Bogaert has conducted 
humerous experiments on dogs, in which he has 
stimulated the floor of the third ventricle electrically 


‘Arch. des Mal. du Cur, January, 1936, p. 15, and February, 
1936, p. 109. 


and chemically. He constantly found a strong hyper- 
tensive reaction which with appropriate methods could 
be shown to be independent of the respiratory and 
convulsive effects which accompany such stimulation. 
The pressor reaction also persists after the extirpation 
of both the pituitary and the suprarenal. At the time a 
current of action is demonstrable in the cervical sympa- 
thetic, and an increase in circulating adrenaline can be 
shown to occur. Concurrently an increased activity 
ot the parasympathetic nervous system is demonstrable 
by cardiac effects—for example, initial brachycardia 
and varying degrees of heart-block: these are abolished 
by vagal section. Parasympathetic effects are more 
readily obtained by stimulating the anterior part of the 
hypothalamus ; orthosympathetic effects, by stimulating 
the posterior part. It was found, however, that the 
injection of pituitrin into the hypothalamus never 
caused any increase in blood pressure, though this 
occurred after injection into the posterior fossa. It is 
concluded that the floor of the third ventricle, while 
itself devoid of a vasomotor centre, carries a vaso- 
constrictor pathway, which, when stimulated electrically 
or chemically (by ammonia), causes a discharge from 
the bulbar and medullary nuclei. The part, if any, 
played by the pituitary in hypertension must, it 
appears, remain uncertain, since lesions of the gland 
in this condition are too inconstant to be of more 
than suggestive value ; and although the great impor- 
tance of the hypothalamus as an area where vasomotor 
fibres are concentrated seems proved, the source of 
their over-stimulation is still an unsolved problem. 


MESCALINE AND PSYCHOPATHOLOGY 


Mescaline has been of interest to the pharmacologist 
and to the psychiatrist ever since Lewin discovered the 
alkaloid in the plant peyotl in Central America in the 
latter part of the last century. This drug, originally 
used by the Red Indians for ceremonial rites, induces 
various physical, sensory, and psychological changes of 
great interest when administered in single doses to 
normal subjects. In recent years investigations into 
the different properties of mescaline and the allied 
alkaloids have been carried out in Heidelberg by 
Beringer, Rouhier, Mayer-Gross, and others. More 
recently Guttman,’ working at the Maudsley Hospital, 
has continued these investigations. He has made a 
further clinical survey of the subjective changes ob- 
served by normal individuals when under the influence 
of the alkaloid. The alterations include various bizarre 
sensory changes, hallucinatory states, alterations in 
spatial and temporal perception, and changes in the 
psyche. Interest in these phenomena, which simulate 
an artificially induced toxic psychosis, depends on 
the light which they may throw into the dream states 
of the true psychotic. It may be possible, too, by an 
analysis of the changes experienced, to acquire a more 
intimate knowledge of the psychological disturbances of 
the notoriously unapproachable schizophrenic. Of even 
greater interest is the correlation of this work with that 
of Quastel and Wheatley. They have shown that mesca- 
line reduces the tissue oxidation of the brain im vitro. 


1Guttman, E.: “ Artificial Psychoses produced by Mescaline,” 
Journ. Ment. Sci., May, 1936, p. 203. 
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It is true that both Quastel and the Oxford group of 
workers have proved that this property is shared by 
many other substances. Such biochemical investiga- 
tions, however, do offer new avenues of approach to 
the problems of schizophrenia and the cyclothymic 
psychoses. * More than ever before an attempt is being 
made to attack the problem of the psychoses from the 
standpoint of physiology. That such an approach is of 
much importance is not to be denied, but this country 
has been slow to follow the lead of others in this respect. 
Experimental physiology and pathology, biochemistry 
and electrophysiology, have as great a part to play in 
the investigation of the psychoses as have psychology 
and sociology. This has already been recognized in 
America, and the Rockefeller Foundation is making a 
determined effort to foster organized research into 
mental disorders in this country. The earnestness of 
the Rockefeller Trustees in this respect is shown by the 
help they are giving already to workers in this field, 
especially at the Maudsley Hospital and the National 
Hospital, Queen Square. 


A PECULIAR CASE OF PAGET’S DISEASE 


The problem of the existence of a mesencephalic 
centre in control of calcium metabolism is raised in a 
report of a case published by Paviot and his colleagues. ' 
This case presented a more or less continuous history 
during a period of fifty years. At the age of 12 signs 
of kyphoscoliosis appeared, which later led to spinal 
and thoracic deformities. The bony changes were pro- 
gressive, until at the age of 48 great pain became 
associated with the deformities: the legs became bent 
and the right tibia increased in volume. Several years 
later the patient could walk only with great difficulty 
and had lost power to such an extent as to be unable 
to rise from a recumbent position. Although in early 
adult life a suspicion of nervous phenomena was raised 
by apparently inexplicable losses of consciousness of 
short duration, it was only at the age of 62 that an 
attack of what the patient (a woman) described as 
vertigo ’’ was followed by paresis of the right arm 
with gradual recovery. A year later a similar attack 
was followed by inability to move the legs, and from 
this time on a picture of flexion paraplegia is presented. 
A year later anarthria and inability to swallow set 
in. Neurological examination showed a condition of 
pseudo-bulbar palsy and paraplegia of cerebral origin. 
Radiographical examination revealed the typical changes 
associated both with Paget’s disease and with fibrocystic 
disease—the former in the right tibia, lower extremities 
of femora, pelvis, and cranium ; and the latter in the 
external condyle of the left femur, the great trochanter, 
and the ilium. The biochemical data were not very 
helpful except to show a definitely diminished calcium 
balance. Injections of parathormone had no apparent 
effect on the condition, and at the age of 68 the patient 
died of bronchopneumonia. The post-mortem findings 
were divisible into three parts: (1) evidence of old 
cerebral softening in the optostriate tract with cicatri- 
zation and interruption of the internal capsule ; (2) 
confirmation of clinical diagnosis of Paget’s disease and 
fibrocystic disease of bone ; (3) presence of numerous 


* Journ, de Méd. de Lyon, February 5th, 1936, p. 83. 


eosinophil adenomata in the parathyroids and great 
increase of eosinophils in the anterior lobe of the 
pituitary. No evidence was obtained of abnormalities 
in the posterior or intermediate lobe of the Pituitary 
nor was there any increase in basophils in the anterior 
lobe. The exact attitude to take towards an association 
of Paget’s disease with fibrocystic disease is one difficult 
to decide, but from the history and course of the case 
it would appear that the fibrocystic disease was super- 
imposed on the Paget’s disease after the lapse of many 
years. The findings in the parathyroids were consistent 
with the fibrocystic disease, but how far it is safe to 
infer a pituitary-parathyroid relation from the asso. 
ciated presence of pituitary eosinophilia can be deter- 
mined only from other similar cases. Bone disease of 
parathyroid origin is more often found in cases of 
Cushing’s syndrome, but in the present case no 
increase in basophils was observed. The presence of 
an old mesencephalic lesion leads the authors to 
speculate on the possibility of a centre in this region 
for the control of calcium metabolism. The ground 
for this view is as yet not very strong, but they throw 
out the suggestion that such a centre would probably 
function partly through nervous action (sympathetic 
function in production of vaso-dilatation and _ osteo- 
malacia) and partly through effects on the pituitary, 
which in its turn would affect the parathyroids. There 
is little doubt that the cerebral-osseous-endocrine syn- 
drome described in this paper is highly suggestive, and 
it should encourage pathologists to examine sections of 
the brain and endocrine glands in all cases of diffuse 
affections of the skeleton. 


SOURCES OF INFECTION IN TUBERCULOSIS 


Since the introduction of the method of examining the 
gastric contents for tubercle bacilli paediatricians ‘n 
Holland have been startled by the number of positive 
results found among children apparently in good 
health. There has developed a tendency to regard all 
tuberculin-positive children as a potential source of 
infection, and some physicians have even gone so far 
as to demand separate schools, etc., for reactors and 
non-reactors. A special committee of the Dutch Society 
of Paediatrics therefore decided to investigate the per- 
centage of infected children in whose environment an 
open source of infection (sputum-positive case) could 
be traced. In a recently published paper’ R. M. 
Heynsius van den Berg describes the results of such 
an investigation carried out at the Central Dispensary 
in Amsterdam on 3,313 children found to be Pirquet- 
positive between 1930 and 1933. (It should be added 
that the Pirquet test at this dispensary, which serves 
the whole town, is carried out with special care and 
precautions, and gives results only slightly inferior to 
the Mantoux test.) The results were calculated for a 
standard group containing an equal number of children 
in each year of the first fourteen years of life. An open 
source of infection was discovered in 50.8 per cent. 
The remaining 49.2 per cent. might have been infected, 
according to van den Berg, by (1) unknown contact 
with a registered open case, (2) bovine bacilli, and (3) 
unknown sources. The last includes (a) open cases not 


1 Maandsch. v. NKindergeneeskunde, 1936, v, 133. 
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et identified ; (b) cases considered sputum-negative 
but really “open ’’ ; (c) children with tubercle bacilli 
in the gastric contents. Patients belonging to group 
(a) must be regarded as particularly dangerous, and 
yan den Berg mentions that at Philip’s factories at 
Findhoven no fewer than 2.7 per cent. of the applicants 
for work were discovered by serial examinations to 
have an open tuberculous lesion. He brings forward 
evidence from the observation of B.C.G. vaccinated 
children in tuberculous homes that group (b) is not a 
serious danger of infection provided the sputum is 
examined regularly. Nor does he regard children with 
sitive gastric contents as infectious, on the following 
grounds: (1) the great importance in tuberculous infec- 
tion of the number of tubercle bacilli expectorated (thus 
in the first two years of life among contact children in 
“favourable circumstances ’’ 31.2 per cent. became 
infected and 2.3 per cent. died, as against 100 per cent. 
infected and 64.3 per cent. dead when there existed 
“massive ’’ contact) ; (2) the difference in the curves 
of the Pirquet and Schick tests in child populations at 
different ages ; (3) the results of Pirquet-testing the 
brothers and sisters of children with positive gastric 
contents. Of ninety-four such children fifty-nine were 
the only child or had another open source of infection 
in their home ; among the siblings of the remainder 
only 15.7 per cent. reacted to tuberculin at the age of 
4a low percentage. Another point is discussed in this 
paper. Are the open sources of infection traced more 
frequently in children who (a) are merely infected, (6) 
have tuberculous disease, (c) die of tuberculosis? A 
standard group was again used, and the sources of 
infection divided into domiciliary and extra-domiciliary. 
An open source of infection was discovered most fre- 
quently (55.9 per cent.) in Pirquet-positive children in 
good health ; and the percentage of untraced sources 
(47.7 per cent.) was highest in those dying of the 
disease—nearly twice that among the first group. A 
possible cause of error is stressed here—the time during 
which the groups had been observed, which was not 
taken into account. Finally, van den Berg shows that 
when contact with an extra-domiciliary open source 
leads to infection the effect is not more serious than 
when it is caused by contact in the home (as claimed by 
Redeker): contact with an open case in the home 
leaves 35.7 per cent. of the standard group non-infected 
as against 62.3 per cent. when contact is with an extra- 
domiciliary open case. The after-effects of an unknown 
source appear from the figures to be even more serious, 
but this is explained by the fact that all the contacts of 
such a case are not examined, only the more important 
results of the infection reaching the dispensary. 


SPINAL ARACHNOIDITIS 


Modern methods of investigation enable the neurologist 
to diagnose with remarkable accuracy the level at which 
compression of the spinal cord occurs. They do not, 
however, always give precise information regarding the 
nature of the compression, and laminectomy may be 
performed with the surgeon uncertain whether he will 
fnd an inoperable tumour of the spinal cord or the 
ttlatively benign spinal arachnoiditis. This condition 
(more often and perhaps better termed ‘‘ meningitis 


, 


serosa Circumscripta spinalis ’’ as the pathological pro- 
cess is not limited to the arachnoid) was originally 
described by Spiller in 1903, though Horsley in 1909 
was the first to define it as a clinical entity. Elkington! 
has recently contributed to the literature by an analysis 
of forty-one cases recorded at the National Hospital, 
Queen Square. From a review of the aetiology of the 
condition there seems to be little doubt that certain 
factors play a considerable part in its causation, for in 
Elkington’s series there was a history of trauma, menin- 
geal infection, or of syphilis in over half the cases, that 
of trauma being by far the most common. The clinical 
picture varied within wide limits, according to the site 
of the lesion and whether the disease was localized or 
diffuse. In general two sets of symptoms presented 
themselves: spontaneous pain, and weakness or sensory 
disturbances below a certain segmental level, due to 
compression of the spinal cord. The character of the 
pain is peculiar, and as Selinsky,? who has published a 
series of eight cases, emphasizes, it differs in certain 
respects from the radicular pain associated with tumour 
of the spinal cord. In arachnoiditis the pain is often of 
sudden onset, is rarely limited to the cutaneous distri- 
bution of one or two spinal segments, but spreads until 
a wide cutaneous area is involved, and it has a ‘‘ burn- 
ing ’’ or “‘ stinging ’’ character unlike that experienced 
in spinal compression from tumour or other causes. 
Objective signs of sensory disturbance appear later, 
and owing to the slow rate at which compression of the 
cord progresses, trophic changes and impairment of 
sphincter control do not occur. The nature of the pain 
and its distribution give much help in the diagnosis of 
arachnoiditis, while further evidence may be obtained 
by the clinical finding of a sensory level, examination 
of the cerebro-spinal fluid (a positive Queckenstedt’s 
phenomenon, a yellow fluid, and great increase in pro- 
tein without an increase in cell content), and finally, 
injection of lipiodol intrathecally may reveal arrest of 
the droplets either at one level or diffusely. This 
diffuse arrest of lipiodol over a wide area of the sub- 
arachnoid space is, when it occurs, very strong evidence 
of widespread arachnoidal adhesions. In Selinsky’s 
paper there are good reproductions of radiographs 
demonstrating this feature in several of his cases. The 
changes found on laminectomy are not confined to the 
arachnoid, though single or multiple collections of fluid 
in the subarachnoidal space in association with adhe- 
sions may be the most obvious cause of compression of 
the cord. The dura mater commonly shares in the 
thickening of the membranes, and according to the 
duration of the illness before operation the degree of 


damage to the cord varies. Elkington attempted to 


trace the after-history of the patients who had been 
operated upon with a view to determining the prognosis. 
He found that the duration of symptoms before lamin- 
ectomy was performed was significant. Those cases in 
which recovery took place came to operation within a 
year of the onset of symptoms, before severe damage 
to the cord had occurred, and no case did well in which 
obvious abnormalities were noticed in the cord at the 
time of operation. The importance of early diagnosis 
and operation is obvious. Treatment consists in divi- 
sion of the arachnoidal adhesions and evacuation of 


1 Brain, 1926, lix, 181. 
2 Aicn. Neurol. and Psychiat., 1936, xxxv, 1262. 
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fluid from the cysts, while Selinsky claims to have 
procured relief of pain by application of high-voltage 
x-ray therapy to the spine at the levels indicated by the 
sensory disturbances. 


ALEXANDRIA 


Founded by Alexander the Great, resplendent under 
the rule of the Ptolemies, and conspicuous later as one 
of the centres of Christian theology, the city of Alexan- 
dria began to decline after its capture by the Saracens 
and, as the centuries passed, came near to extinction. 
Reviving, however, when the Mamelukes fell it increased 
again in importance, and now, with a population 
exceeding 600,000 persons, may fairly be said to have 
recaptured something of its former greatness. The 
sanitary problems presented by the rapidly growing city 
are presented by Dr. A. W. Wakil in a recent survey. 
Of persons over five years of age 53 per cent. are 
illiterate. In 1927 3.3 per cent. of the population were 
blind in both eyes and 7.1 per cent. blind in one. The 
birth rate in 1931 was 42.7 per thousand and the death 
rate 27.9 per thousand. The infant mortality rate fell 
from 239 per thousand live births in 1913 to 198 in 
1930. The city is exposed to infection by both sea and 
land. It shared in the influenza pandemic of 1918-19. 
In 1927 it was visited by dengue fever. In 1932 and 
1933 small-pox was epidemic. Typhoid fever, diphtheria, 
varicella, and mumps are annual inflictions. Plague 
and measles assume epidemic proportions every two or 
three years. The principal source of water supply is 
the Mahmoudieh Canal. The natural water is grossly 
polluted, but its treatment with chlorine in doses of 0.6 
to 1.2 parts per million has given satisfactory results. 
A town-planning scheme approved in 1921, which is 
now in operation, is described as the first step towards 
better housing in Alexandria. Dr. Wakil’s survey, 
which is published by the Egyptian University, will be 
found of interest. 


SYDNEY HOLLAND, LORD KNUTSFORD 


Lord Knutsford, better known as Sydney Holland, may 
be regarded as one of the greatest benefactors of volun- 
tary hospitals in this country, and it is fitting that 
a memoir should appear in book form.’ He _ be- 
longed to an old Lancashire family, and his great- 
grandfather and grandfather were both doctors, of 
whom the latter, a man of remarkable wisdom and 
discretion, became physician to Queen Victoria and 
received a baronetcy. The young Sydney Holland 
showed no early promise of the abilities which were to 
be consecrated to his magnificent work at the London 
Hospital. He failed for Rugby ; he made no mark at 
Wellington ; he took an undistinguished degree at 
Cambridge. At 30 we find him with a modest 
practice at the Bar, living the normal, easy life of an 
aristocratic young man in London, and differing from 
his fellows only in his awakening interest in social 
service. But a surprising chain of circumstances was 
to change the whole current of his life. A legacy from 
an uncle made him a shareholder in a mismanaged 
dock company, and his successful intervention at the 
annual meeting brought him a seat on the board, and 


1 Sydney Holland: Lord Knutsford. A Memoir. By John Gore. 
London: John Murray. (7s. 6d.) 


concentrated his interests in dockland. During the 
famous ‘‘ tanner an hour ’’ dockers’ strike he investi- 
gated the conditions of life of his employees. He visited 
the bedside of an accident case at Poplar Hospital, and 
found a deplorable state of affairs. Within a few weeks 
he was chairman of the board ; in four years he effected 
a complete reorganization and collected sufficient funds 
to rebuild the hospital at a cost of £70,000, increasing 
the beds from thirty-six to 103, and to raise the reserve 
fund from £8,000 to £54,000. From Poplar Holland 
transferred his services to the wider sphere of London 
Hospital, which henceforth became the focal point of 
his life. Here his happy collaboration with the matron 
Miss Luckes, produced far-reaching, reforms in every 
department. The financial positioi, iad been serious, 


‘but during his long tenure of the office of chairman, 


” 


this ‘‘ prince of beggars ’’ collected over five million 
pounds for the hospital, which was rebuilt, modernized, 
and extended under his auspices. He had all the 
qualities of a great administrator: the wide vision and 
enterprise, the ability to delegate detail, the flair for 
picking the right man. As an instance of this, he 
marked for promotion Mr. (later Sir Ernest) Morris, for 
many years secretary and house governor, when he 
occupied the humble position of second dispenser. 
Sydney Holland succeeded his father as second viscount 
in 1914, and died in the hospital he loved, still in 
harness at 76, in 1931. His achievements at ‘‘ The 
London ’”’ overshadowed other useful work, such as his 
organization of shell-shock hospitals during the war 
and his powerful support of the Research Defence 
Society. And with all these interests he still found 
time for various forms of sport and a happy home life. 
He knew, as few others have known, how “to fill 
the unforgiving minute with sixty seconds’ worth of 
distance run.”’ 


THE EDUCATIONAL NUMBER, 1936 


The next issue of the British Medical Journal, dated 
September 5th, will be the annual Educational Number. 
Its contents, as in previous years, will include a full 
account of the requirements of the General Medical 
Council and of the universities and other licensing 
bodies in Great Britain and Ireland, as well as 
information about the opportunities offered by the 
various medical schools and other teaching institutions, 
and the fees charged by each. The details given have 
been revised and brought up to date by the authorities 
concerned. These sections, the object of which is to 
furnish a handy guide to intending students of medicine, 
are supplemented by articles intended for newly quali- 
fied practitioners on such matters as post-graduation 
study (with special reference to the new British Post- 
Graduate School at Hammersmith), the public medical 
services at home and abroad, tropical medicine, psycho- 
logical medicine, and the various special diplomas. The 
opening article for our forthcoming Educational Number 
has been written by Dr. C. M. Wilson, Dean of St. 
Mary’s Hospital Medical School, and is entitled 
‘Examinations as a Path to Freedom.’’ In this the 
author discusses a subject of fundamental importance 
to medical education, and it may be regarded as 4 
sequel to his paper ‘‘ The Student in Irons ”’ which 
appeared in the Journal of March 12th, 1932, and led 
to much correspondence. 
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TREATMENT IN GENERAL PRACTICE 


This article is one of a series on the management of some of the renal diseases met with in general practice. 
The first group of articles on Treatment in General Practice, thirty-five in number, was republished in book form 
last March by H. K. Lewis @ Co., and a second volume will appear in the autumn. 


CHRONIC NEPHRITIS AND URAEMIA 


BY 


ROBERT PLATT, M.D., F.R.C.P. 


There is a varie’ ~ of clinical conditions which can be 
properly included uuder the heading of chronic nephiitis, 
and for the purposes of this article the syndrome may be 
held to include all cases of chronic progressive renal failure 
without oedema. In early cases there may be no symp- 
toms, but the condition will be recognized by persistent 
albuminuria and increasing deficiency of the concentration 
power of the kidney (as shown by the urea concentration 
test and by the specific gravity of the urine becoming 
fixed at about 1010). Polyuria is characteristic, and in 
the later stages the retention of waste products in the 
blood stream gives rise to the symptoms of uraemia. The 
clinical picture may be complicated by symptoms due to 
the high blood pressure which usually accompanies the 
disease—for example, headache, retinitis, and sometimes 
heart failure or cerebral haemorrhage. 

Chronic nephritis occurs in different forms at different 
ages. For instance, in children it may show itself as 
‘renal dwarfism’ ; in young adults we meet chronic 
nephritis most frequently and most typically, either as 
a primary disease, as a sequel of acute or subacute 
nephritis, or, in women, as a late result of pregnancy 
albuminuria ; in somewhat older patients—usually 40 to 
50—we meet other cases of chronic nephritis, which some 
consider to be related to essential hypertension. These 
are the cases which are often called malignant nephro- 
sclerosis. 

It must be clearly understood that the ordinary cases 
of simple or essential hypertension, typically seen at the 
age of about 60 to 65, even though they may have 
albuminuria at times, do not develop renal failure, and 
the treatment described in this article does not apply 
to them at all. 


General Treatment 

The natural course of chronic nephritis varies so enor- 
mously (from a few months to fifteen or more years) that 
it is hard to lay down rules which will apply to all cases. 
The disease being progressive and, in the end, fatal, it 
is only possible to slow down its course and to relieve 
symptoms ; it is therefore wrong to interfere too much 
with the freedom and activities of the patient. Thus, 
although moderation in all things and avoidance of heavy 
exertion are to be advised, in the more slowly progressive 
and early cases it is better for the patient to continue 
his occupation than to live an introspective and unhappy 
existence in much reduced circumstances. In more rapid 
or advanced cases work will be impossible, and rest in 
bed may be essential. 

As in other types of nephritis, infections and sudden 
changes of temperature must be avoided. Any attack 
of tonsillitis or influenza will often notably increase the 
rate of progress of the disease. On the other hand, septic 
foci, as in teeth and tonsils, should only be dealt with 
surgically if the disease is early and the sepsis gross. 


Medicinal Treatment 
There are no drugs which directly influence the disease, 
and none should usually be ordered. If the patient is 


constipated he should be told not to take powerful or 
irritant aperients. If the bowels cannot be kept working 
regularly on liquid paraffin (best given in doses of 1 to 
2 drachms three times daily after meals) a saline aperient 
should be ordered, or if severe constipation exists an 
enema or colon washout (1} pints of saline or water) 
when necessary. 

For chronic nephritis in the latent, or symptomless, 
stage the only other drug which may be necessary for 
regular administration is iron if there is anaemia. Large 
doses should be given, such as 20 grains of iron and 
ammonium citrate thrice daily, or equivalent doses of 
one of the more palatable proprietary preparations. 


Dietetic Treatment 


As we are dealing with progressive renal failure the 
principles on which the diet should be based are quite 
clear—namely, the protein intake should be restricted to 
the minimum necessary for the replacement of tissue break- 
down. There is no doubt whatever that careful dieting 
on these lines will delay the onset of uraemia or actually 
reduce the amount of nitrogen retention in the blood if it 
already exists. As there is polyuria and no oedema fluids 
may be administered liberally, and rigid restriction of the 
salt intake is neither necessary nor, in my opinion, 
desirable. The ordinary salt required in cooking may 
therefore be allowed, but extra salt should not be given 
if the patient has recently passed through an oedematous 
stage of nephritis. 

These dietetic principles are expressed in the following 
menu: 


Breakfast.—Weak coffee or tea with milk. Porridge or 
cereals with milk. Bread or toast and butter. Marma- 
lade. Half an orange or grape-fruit. 

Mid-morning.—Biscuits. 

Lunch.—Potatoes and vegetables (not peas or beans). 
Yorkshire pudding. Milk pudding or custard. 5 oz. fruit. 

Tea.—Tea with milk. Bread, butter, cake, jam. 
8 oz. salad. 

Supper.—s5 oz. fruit. Bread-and-butter (or biscuits). 

No meat extracts. Sugar as desired. Fluids such as water, 
soda-water, lemonade, ad lib. 

Add to the above diet 20z. meat, fish, chicken, game, 
ham, or cheese, at one meal only each day. 

In severe cases the diet can be given for the first few 
weeks without the added protein, or the protein allowance 
may be restricted to three days a week. Thus we have 
a convenient ‘‘ skeleton ’’ diet which is largely carbo- 
hydrate and to which varying amounts of protein can 
be added according to the severity of the case. 

Experience seems to show that it is unwise for these 
patients to take more than a minimal amount of fat, 
especially if they are liable to hypertensive crises. 


Heart Failure 


The illness of chronic nephritis is sometimes inter- 
rupted by heart failure, as shown by the development 
of dyspnoea, venous congestion, hepatic enlargement, and 
oedema of the dependent parts. For this strict rest in 
bed will be ordered, the fluid in the diet is restricted to 
about 1} pints a day, and diuretics of the theobromine 
group may be given—for instance, 10 grains of diuretin 
thrice daily. Digitalis will be of little use unless auricular 
fibrillation is present, which is rarely the case. Morphine 
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is the only drug which relieves the nocturnal attacks of 
dyspnoea known as cardiac asthma. Even 1/6 grain 
hypodermically is often wonderfully efficient. 

Pericarditis often occurs towards the end of chronic 
nephritis. It is not, however, usually painful, and requires 
no special treatment. 


Cerebral Attacks 

In cases in which the blood pressure is very high 
(diastolic 120, systolic 220 or over) it is common for the 
patient to complain of periodic disturbances usually 
ascribed to “‘ biliousness.’’ These take the form of severe 
headache and vomiting, and are often associated with 
spasm of the retinal arterioles, giving rise to blurring of 
vision or even blindness. Occasionally unconsciousness 
and convulsions will occur during such an attack. 

These hypertensive crises are sometimes distinguishable 
from true uraemia only by examination of the blood for 
non-protein nitrogen or urea. During these attacks the 
patient will be in bed and the diet will consist merely of 
fruit, water, and glucose. An enema may be given, 
followed by the introduction of 3 0z, of 50 per cent. 
magnesium sulphate into the rectum. This tends to 
reduce cerebral pressure. If the headache is intense 
leeches applied to the temple will often relieve it in a 
remarkable manner. Venesection (at least 3/4 pint 
in an adult) may also be performed if there is no severe 
anaemia, and lumbar puncture, though less certain in its 
effect, is sometimes very helpful. Morphine may have to 
be used, and is not contraindicated by the renal condition. 
The same methods of treatment apply if the hypertensive 
crisis is accompanied by convulsions. Here chloral 
hydrate, 30 grains per rectum, may also be prescribed. 
Chloroform should be employed only as a last resource. 
After the attack the regular administration of a sedative 
such as phenobarbital 1/2 grain three or four times daily 
may prevent the recurrence of the crisis. 


Uraemia 


True uraemia is much more insidious in its development 
than is the hypertensive crisis. General weakness, thirst, 
dryness of the mouth and skin, drowsiness, loss of appetite, 
vomiting, and finally coma are its chief clinical manifesta- 
tions. If the presence of uraemia is suspected and con- 
firmed by blood examination the diet should again be 
restricted to fruit, glucose and water, or soda-water, the 
fluid intake being liberal (four pints daily) if not pre- 
cluded by vomiting. Such a diet can be continued for 
several days: 10 per cent. glucose may also be given by 
the rectum (one pint slowly run in from tube and funnel), 
and if possible 400 c.cm. of 10 per cent. glucose (in sterile 
distilled water) should be slowly injected intravenously 
once or twice each day. 

A simple way of giving intravenous injections of such a 
volume is by the use of the side-branch syringe (see illustra- 
tion). This is a 2 c.cm. Record syringe with a short glass 


side-tube leading from the barrel.* To this is attached about 
two and a half feet of rubber tubing, leading to a funnel 
or reservoir. The apparatus is first filled with glucose solu- 
tion, by allowing it to run from the reservoir through the 
syringe and needle. The flow is stopped by pushing the 
piston of the syringe fully home. The needle is then inserted. 


* This is made by Messrs. Down Bros, 


Withdrawal of the piston brings blood into the gs 
showing that the needle is in the vein. When the 
is fully withdrawn the glucose solution runs in automa 
through the side-tube, and can again be stop 
the piston down. 


Yringe, 
Piston 
tically 
ped by Pressing 


Alternatively, the intravenous glucose may be admin. 
istered by the continuous drip method from qa vacuum 
flask if the apparatus is available. 

In excited patients sedatives such as chloral may have 
to be prescribed, but are best avoided if possible, Sodium 
luminal, 3 grains subcutaneously, will often control per. 
sistent vomiting. In a few cases of uraemia severe dys. 
pnoea develops—the so-called renal asthma. This is due 
to acidosis, and may be relieved by the administration of 
sodium bicarbonate, 30 grains every two hours. 

If the uraemic patient improves the strictest dietetic 
‘treatment on the lines already laid down should be en- 
forced in the future. The treatment of uraemia is more 
likely to be successful in patients not before under treat. 
ment than in those patients who have drifted into the 
uraemic state in spite of all attempts to modify the course 
of their disease. 


Nova et Vetera 


HISTORY OF ST. THOMAS’S HOSPITAL 


The Nineteenth Century 


Mr. F. G. Parsons is to be congratulated very heartily 
upon the completion of his History of St. Thomas's 
Hospital.' In the first volume he told the previously 
unknown story of its origin ; in the second volume of its 
palmy days in the time of Mead and Cheselden ; in this, 
the third volume, of its decadence and recovery. The 
story ends for the present at the year 1900. There is 
already room for a fourth volume, but Mr. Parsons says 
that it must be left to another hand. This third volume, 
like the previous ones, is admirable. It is well written, 
is accurate in detail, mixes grave with gay, and will 
appeal to every student of St. Thomas’s Hospital. It 
carries on the story through the time of the separation of 
the two borough hospitals ; the removal from the site it 
had occupied for so many centuries to the temporary 
settlement at the Surrey gardens until it reached the 
magnificent position it now occupies facing the Houses of 
Parliament, with the broad river flowing between. The 
story of the hospital has not been easy to tell. Until Mr. 
Parsons undertook the task very little was known about its 
origin. In the course of time it served many purposes, 
though it always maintained its primary use as a hospital ; 
it underwent radical changes of constitution from within 
and without ; it changed its site. In these vicissitudes 
many deeds and important documents were lost. Mr. 
Parsons has been most successful in piecing together the 
fragments, and has thus made a lasting and valuable con- 
tribution to the history of medical charity in England. 


Personalities of the Period 


The present volume is of more personal interest than 
the other two. It deals as regards the medical school 
with men who were actually known to the author, or who 
are so little removed from our own time that their sons 
and daughters are still with us. The Souths, the Brintons, 
and the Bristowes may be taken as instances to show that 
we are only separated by a single generation from those 
who placed St, Thomas’s among the first teaching hospitals 
of the world. With this knowledge Mr. Parsons has been 
able to give short biographies of many of the physicians, 
surgeons, and lecturers which will be read with great 
interest by those they taught, for he recalls mannerisms 
and small peculiarities that make them live again. 


1 The History of St. Thomas’s Hospital. Vol. iii. From_ 1800 to 
1900. By F. G. Parsons, D.Sc., F.R.C.S., F.S.A, London: Methuen 
and Co. Ltd. 1936. (10s. 6d.) 
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The separation of the medical schools at St. Thomas’s 
4 Guy's was, Mr. Parsons thinks, inevitable from the 
a He produces some evidence to show that the imme- 
diate cause of the separation lay in the characters of the 
two treasurers—Harrison at Guy’s, an active, masterful 
man who knew every detail of the hospital work and 
joked upon the members of the medical staff as his 
servants ; Abel Chapman, an expert man of business who 
was more interested in the finances of the hospital than in 
the medical side of its work. The medical school at 
st, Thomas’s appears to have been an integral part of the 
hospital, as the lecturers were appointed directly by the 
overnors, sometimes without even the formality of adver- 
ising a vacant post. The men appointed were too often 
yarrelsome, and there was little or no esprit de corps. 
It is not surprising, therefore, that although the school 
continued for some years, the change of site and tem- 
rary premises led to a lamentable falling off in the 
number of students. There were only twelve first-year 
men attending the March examinations in 1863, and in 
1869 there were but sixteen. The numbers rose rapidly 
when the hospital again had a settled home, and in 1881 
there was a total entry of ninety-six. 

Mr. Parsons throws an interesting sidelight upon the 
lack of supervision which must have existed in connexion 
with the hospital expenditure. The apothecary, who 
formed the duties of medical superintendent, received 
in 1863 942 gallons of porter and thirty-six tons of coal 
for the use of his own household. A committee was 
appointed to inquire into the matter, and he was able to 
show that for thirty years he had used this amount of 
porter and coals, and had therefore accepted a lower 
salary than was his due. It is recorded a few years 
earlier that Roman Catholic and Jewish ministers were 
allowed to attend the patients when they were required, 
but “dissenting ministers were excluded because they 
excited the patients.’’ Like the former volumes, there 
are numerous illustrations, the portraits of Sir John 
Simon, Dr, Bristowe, and Sir William MacCormac being 
especially good. There is a complete index to the whole 
work, and the price is so reasonable that every student 
of St. Thomas’s Hospital should buy a copy. 

D’A, P. 


ANTI-GAS MEASURES 


APPOINTMENT OF MEDICAL INSTRUCTORS 
An announcement is made by the Air Raid Precautions 

Department of the Home Office (5, Princes Street, West- 
minster, S.W.1) of the appointment of ten doctors to be 
medical instructors in anti-gas measures. These medical 
instructors, who will be stationed in London and at suitable 
centres throughout the country, including Scotland, will be 
employed to give anti-gas training to medical practitioners, 
medical students, and nurses. 

The arrangements with regard to medical students will be 
made through the Deans of the various medical schools, and 
the training of nurses will be arranged through the training 
facilities provided by the College of Nursing. With regard 
to practising doctors it is hoped that courses of training will 
be organized through the branches of the British Medical 
Association, though they will not, of course, be limited to 
members of that Association. 

The newly appointed medical instructors will be given final 
trining at the Civilian Anti-Gas School during the course 
of the next few weeks, and it is intended that they should 
begin their work in October. 

Further announcements with regard to the arrangements 
which will be made will be given in the medical press. 


According to official statistics the number of medical practi- 
toners in Holland rose from 2,322 in 1905 to 3,548 in 1934, 
and of specialists from 347 to 1,241 in the same period. At 
the end of 1934 Holland contained 5,886 doctors, including 
officers in the Armies and State institutes, and another 1,200 
Were in practice in the Dutch Indies, 700 of whom had been 
qualified in Holland. About 30 per cent. of Dutch medical 
students do not finish their studies. In 1934 Holland had 
axe doctor to every 1,720 inhabitants. 


THE AMERICAN BOARD OF INTERNAL 
MEDICINE 


The American Board of Internal Medicine, incorporated 
on February 28th, 1936, completed its organization on 
June 15th. The officers chosen were Dr. Walter L. 
Bierring (Des Moines), chairman; Dr. Jonathan C. 
Meakins (Montreal), vice-chairman ; and Dr. O. H. Perry 
Pepper (Philadelphia), secretary-treasurer. These officers, 
with six other representative medical men in the United 
States, constitute the present membership of the Board. 

The organization of the Board is the result of efforts 
on the part of the American College of Physicians in con- 
junction with the Section on Practice of Medicine of the 
American Medical Association, and these two organiza- 
tions are represented in the membership of the Board on 
a five to four ratio. The Board had previously received 
the official approval of the two bodies fostering its organ- 
ization, as well as that of the Advisory Board for Medical 
Specialties and the Council on Medical Education and 
Hospitals of the American Medical Association. 


Certification in Internal Medicine 


The purpose of the Board will be the certification of 
specialists in the field of internal medicine, and the estab- 
lishment of qualifications with the required examination 
procedure for such certification. 

While the Board is at present chiefly concerned with 
the qualification and procedure for certification in the 
general field of internal medicine, it is intended to in- 
augurate immediately after July Ist, 1937, similar quali- 
fication and procedure for additional certification in 
certain of the more restricted and specialized branches of 
internal medicine, as gastro-enterology, cardiology, meta- 
bolic diseases, tuberculosis, allergic diseases, etc. Such 
special certification will be considered only for candidates 
who have passed at least the written examination re- 
quired for certification in general internal inedicine. The 
operation of such a plan will require the active participa- 
tion and co-operation of recognized representatives from 
each of such special fields of medicine. 


Standards for Admission to Examination 


Each applicant for admission to the examination in 
internal medicine will be required to meet the following 
standards: 

General Qualifications.—(1) Satisfactory moral and ethical 
standing in the profession. (2) Membership of the American 
Medical Association or, by courtesy, membership of such 
Canadian or other medical societies as are recognized for this 
purpose by the Council on Medical Education and Hospitals 
of the American Medical Association. 

Professional Standing.—(1) Graduation from a _ medical 
school of the United States or Canada recognized by the 
Council on Medical Education and Hospitals of the American 
Medical Association. (2) Completion of an internship of not 
less than one year in a hospital approved by the same 
council. (3) In the case of an applicant whose training has 
been received outside the United States and Canada, his 
credentials must be satisfactory to the Advisory Board for 
Medical Specialties and the Council on Medical Education and 
Hospitals of the American Medical Association. 


Special Training Required 

Five years must elapse after completion of a year’s intern- 
ship in a hospital approved for intern training before the 
candidate is eligible for examination. Three years of this 
period must be devoted to special training in internal medi- 
cine. This requirement should.include a period of at least 
several months of graduate work under proper supervision in 
anatomy, physiology, biochemistry, pathology, bacteriology, 
or pharmacology, particularly as related to the practice of 
internal medicine. This work may be carried on in any 
domestic or foreign medical school or laboratory recognized 
by the Council on Medical Education and Hospitals of the 
American Medical Association as offering appropriate facilities 
for this type of post-graduate experience ; or it may include 
a period of at least several months of graduate work under 
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proper supervision in internal medicine or in its restricted and 
specialized branches in any domestic or foreign hospital, 
clinic, or dispensary recognized by the Council. 

A period of not less than two years must be devoted to 
special practice in the field of internal medicine or in its 
more restricted and specialized branches. The Board does 
not propose to establish fixed rules for the preliminary train- 
ing of candidates for certification in this field, but contents 
itself with outlining broad general principles, although such 
suggestions as are made must be subject to constant changes 
reflecting the dynamic nature of the specialty. 

A sound knowledge of physiology, biochemistry, pharma- 
cology, anatomy, bacteriology, and pathology, in so far as they 
apply to disease, is regarded as essential for continued progress 
of the individual who practises internal medicine. The mere 
factual knowledge of medicine and its basic sciences is not 
sufficient. The candidate must have had training in their use 
in furthering his understanding of clinical medicine. This 


implies practical experience under the guidance of older men, " 


who bring to their clinical problems ripe knowledge and critical 
judgement. Preparation to meet this requirement adequately 
may be even more difficult to obtain than the so-called 
scientific training. It may, however, be acquired (a) by work 
in a well-organized hospital outdoor clinic conducted by 
competent physicians ; (6) by a prolonged period of resident 
hospital appointments likewise directed by skilled physicians ; 
(c) by a period of training in intimate association with a well- 
trained and critical physician who takes the trouble to teach 
and guide his assistant rather than to require him only to 
carry out the minor drudgery of a busy practice. 

The Board does not consider it to the best interests of 
internal medicine to lay down rigid rules as to where or how 
the training outlined above is to be obtained. Medical 
teaching and knowledge are international. The opportunities 
of all prospective candidates are not the same. Some may 
have the opportunity of widening their knowledge by a period 
of study abroad. Others may be restricted to a compara- 
tively narrow geographic area, and their detailed training must 
be obtained in short periods scattered over a long time. 
Although at least five years must elapse between the end of 
the first intern year and the time when the candidate is 
eligible to take the examination, a longer period is advisable. 
The Board wishes to emphasize that the time and training are 
but means to the end of acquiring a broadness and depth cf 
knowledge which the candidate must demonstrate to the 
Board in order to justify it in certifying that he is competent 
to practise internal medicine as a specialty. 


Method of Examination 

The examination required of candidates for certification as 
specialists in internal medicine will comprise Part I (written) 
and Part II (practical or clinical). The written examination 
is to be held simultaneously in different sections of the United 
States and Canada and will include (a) questions in applied 
physiology, physiological chemistry, pathology, pharmacology, 
and the cultural aspects of medicine ; (b) questions in general 
internal medicine. 

The first written examination will be held in December, 
1936, and successful candidates will be eligible for the first 
practical or clinical examination, which will be- conducted by 
members of the Board near the time for the annual session of 
the American College of Physicians at St. Louis in April, 
1937. The second practical examination will be held at 
Philadelphia near the time cf the annual session of the 
American Medical Association at Atlantic City in June, 1937. 

Further information can be obtained from the chairman, 
Walter L. Bierring, M.D., 406, Sixth Avenue, Des Moines, 


A. Touraine and R. Duperrat (Ann. de Derm. et de 
Syph., June, 1936, p. 545) have studied literature and 
work done on the spontaneous healing of skin cancer, 
and have formed the opinion that skin cancers occasion- 
ally regress and sometimes heal of their own accord. 
This occurrence, however, is so rare that it must not be 
considered in making a prognosis in such cases. The 
reason why regression should occur appears to be obscure, 
but they consider it to be due to a local reaction such 
as a degeneration of the cancer cells rather than a general 
reaction. 


Ireland 


Memorial to Dr. Thomas Hennessy’ 


A proposal to found a memorial to Dr. Hennesg 
was Irish Medical Secretary of the British Medical 
ciation from 1914 until his deeply regretted death on 
January 2nd, 1936, is announced in the following circular 
letter dated August 2Ist: 


It is felt by many of the friends of the late Dr 
Thomas Hennessy that something concrete should 
done to perpetuate his memory and in recognition of 
his work for the medical profession, Collectively and 
individually the profession owes a deep debt of grati- 
tude to Dr. Hennessy. Directly or indirectly there ars 
few of us who have not benefited from his labours 
during his twenty-odd years as Irish Medical Secretary, 

That his name and his work might not be forgotten 
a committee has been set up by the Council of the 
Irish Free State Medical Union (I.M.A. and B.M.A) 
to collect funds for a memorial. The exact form that 
this should take has not been decided. It will depend 
upon the response to this appeal. It has been suggested 
that a ‘‘ Hennessy Prize ’’ for students of medicine who 
are the children of medical men or women would be 
a suitable form of memorial. 

Subscriptions, no matter how small, will be wel 
comed by any of the undersigned, or by the honorary 
secretary at 18, Kildare Street, Dublin. 


C. J. MacAvuLey (Chairman). 
J. P. (Hon. Secretary), 
J. C. Martin (Medical Secretary). 


The committee entrusted with the memorial appeal is 
composed of: Sir E. Coey Bigger (Glenageary, Co, 
Dublin), Dr. T. B. Costello (Tuam), Dr. J. F. Falvey 
(Dublin), Dr. W. J. Gallagher (Invereske, Donegal), 
Professor R. J. Johnstone (Belfast), Dr. L. Kidd (Ennis- 
killen), Dr. J. C. Loughridge (Belfast), Professor T. G, 
Moorhead (Dublin), Dr. W. W. Murphy (Inch, Co. Wex- 
ford), Dr. H. F. MacAuley (Dublin), Dr. D. F 
MacCarthy (Crookstown, Co. Cork), Dr. D. MacErlean 
(Dublin), Dr. A. McBride (Castiebar, Co. Mayo), Dr. 


who 


P. J. O'Dowd, T.D. (Cabra, Dublin), Dr. C. O’Malley } 


(Galway), Senator W. O'Sullivan (Killarney), Dr. J. 
Power (Cahir, Co. Tipperary), Dr. W. Rahilly (Cork), 
and Dr. Robert J. Rowlette, T.D. (Dublin). 


Vital Statistics for Northern Ireland 


The Registrar-General’s annual report for 1935 records 
an increased death rate in Northern Ireland in spite of 
favourable climatic conditions. The year was notable 
for the mildness of the early months and a total sunshine 
record well above the average. Nevertheless, the death 
rate was 14.4, an increase of 0.7 over that of the previous 
year. This was chiefly attributable to the exceptionally 
high mortality from epidemic diseases, the figures for 
measles, scarlet fever, and diphtheria being the highest 
ever recorded in Northern Ireland. A severe epidemic of 
measles in Belfast accounts to a considerable extent for 
the 420 deaths from that disease, as compared with 102 the 
previous year. There were 135 deaths from scarlet fever, 
155 from diphtheria, and forty-one from typhoid and para 
typhoid fevers, as against fifty-three, 114, and seventeen 
respectively in 1934 ; whooping-cough, however, showed 
a decrease. The total number of deaths from all causes 
was 18,592. ( 
number with 3,315, the highest figure in the serles of 
ten years tabulated. Cancer showed a decrease from 1934, 
but not from previous years. The death rate from tuber 
culosis at 1.05 per 1,000 is the lowest recorded since 
Northern Ireland became a separate entity in 1922. The 
greater prevalence of the disease in cities is shown by 
the death rate figures—1.18 for urban and 0.97 for rural 
areas. Deaths from puerperal sepsis showed a rate af 
2.22 per 1,000 births, the highest recorded since 192. 
It is noteworthy that this figure coincides with a high 
mortality rate from scarlet fever. A table devoted t 
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. ation and immigration shows that world economic 
i are still far from normal. In the years pre- 
si" the depression emigrants outnumbered immigrants 
by figures approximating to 10,000 per annum. For 1935 


the immigrants show a majority of 535. 


England and Wales 


Medical Society of London 


the first half of the session 1936-7 of the Medical Society 
of London will open on Monday, October 12th, with the 
annual general meeting at 8 p.m., followed by Sir William 
Willcox’s presidential address on “‘ Clinical Immunity ”’ 
at 8.30. On Monday, October 26th, at 8.30 p.m., a dis- 
cussion on carcinoma of the cervix will be introduced by 
Mr. Malcolm Donaldson. A discussion on the aetiology 
and treatment of impacted wisdom tooth will be opened 
by Mr. C. Bowdler Henry on Monday, November 9th, at 
330 p.m. A clinical evening will be held on Monday, 
November 23rd, at 8 p.m. On Monday, December 14th, 
at 8.30 p.m., Dr. H. Letheby Tidy, Mr. G. Gordon- 
Taylor, and Dr. G. de Bec Turtle will introduce a dis- 
cussion on the treatment of haematemesis. The Lett- 
somian Lectures, on the surgery of the thyroid gland, will 
be delivered by Sir Thomas Dunhill on February 15th and 
{th and March Ist, 1937, at 9 p.m. Dr. R. A. Young 
will deliver the annual oration on ‘‘ Perspective and Poise 
in Practice ’’’ on Monday, May 10th. The Lloyd Roberts 
Lecture, on ‘‘ Adventures in Research,’”’ will be delivered 
by Sir Robert McCarrison on Thursday, November 19th, 
at 5 p.m. 


The Wingfield-Morris Orthopaedic Hospital 


The report for 1935 of the Wingfield-Morris Orthopaedic 
Hospital for the Cure of Cripples at Headington, Oxford, 
records satisfactory progress. A new ward, specially 
arranged for the treatment of infantile paralysis, was 
provided by the generosity of Lieut.-General Krishna 
Shunshere Jung, the Nepalese Minister, while Lord 
Nuffield, in addition to a large gift to cover the comple- 
tion of rebuilding, endowed two scholarships on very 
One scholarship in orthopaedic surgery 
is tenable for two years with a subsequent period of three 
months’ travel abroad for orthopaedic study. The hospital 
will thus benefit by the presence of an able young surgeon 
to assist the overburdened surgical staff, while the scholar 
wil gain invaluable experience for future orthopaedic 
work, The other scholarship, also tenable for two years, 
will assist the best nurse of each year to complete further 
training for the important position of after-care sister. 
The medical report records the initiation of a scheme 
whereby selected naval surgeons are attached to the hos- 
pital for orthopaedic instruction. The workshops and 
training school report shows the flourishing condition of 
this useful adjunct, which earned a net profit of nearly 
£200 during the year, the total turnover being over £4,000. 
The surgical bootmaking department received orders from 
al parts of England. The work of this hospital in the 
orthopaedic field may be compared to that of Papworth 
in tuberculosis. In addition to actual treatment, it helps 
its patients towards leading useful lives despite their dis- 
abilities, and it also acts as a nursery for future ortho- 
jaedic surgeons and nurses. 


City of London Health Report 


With the continued growth of the suburbs the resident 
Population of the City of London decreases yearly, the 
estimated figure of 9,360 for 1935 comparing with 112,063 
for 1861. No day census has been taken since 1911, 
when the day population was 364,061 persons, while over 
amiliion entered or left the City during the day of the 
count. The general death rate is slightly lower than that 
if the metropolis or of the 121 chief towns of England 
aid Wales. Cancer was responsible for eighty-three 
deaths, nephritis thirty-eight, and pneumonia and 
Violence fur thirty-six each in a total of 472. New cases 


of venereal disease numbered 927, as compared with 
1,073 the previous year. These cases -were treated at 
St. Bartholomew’s Hospital, which also provides for 
tuberculosis treatment and maternity and child welfare 
services in the city. More than twenty pages of the report 
are devoted to statistical tables concerning foodstuffs, 
which are handled on an immense scale at the London 
Central Markets. The tables show the quantities of meat 
or other foodstuffs dealt with, and their countries of 
origin. Subsequent tables are devoted to each country, 
showing the quantities imported and the quantities con- 
demned as unsound. In each case a differential table 
shows the various causes of unsoundness. At Smithfield 
fourteen naval officers received training in meat inspection 
during the year, in addition to 191 persons from different 
parts of the country. Eight prosecutions took place 
against people dealing in unsound meat, the offenders 
in each case being sentenced to a fine. : 

Rat Repression.—Despite the satisfactory work carried 
out by a sanitary inspector, specially appointed as rat 
officer, in collaboration with tenants of City buildings, 
the medical officer of health, Dr. W. M. Willoughby, 
considers the present law—the Rats and Mice (Destruction) 
Act, 1919—inadequate, particularly in the light of the 
chief problem, the black rat. There is an alarming pre- 
ponderance of this potentially dangerous animal in Cit 
buildings. Of 284 serial instances, 261 were proved black 
rat infection and twenty-three brown. Of 16,533 rats 
caught by a firm of professional rat-catchers during the 
year the majority were black rats. The report states that, 
although rat-catching is indispensable in a severe infesta- 
tion, rat-proofing is undoubtedly the greatest factor in 
prevention. But rat-proofing entails heavy expense, since 
it often involves extensive repairs or even structural 
alterations. Owners of property not unnaturally are 
for this reason sometimes prone to hesitate in reporting 
infestations to the local authority. Dr. Willoughby, an 
authority on this question through his long previous 
experience as medical officer of health for the Port of 
London, considers that the time is ripe for increased 
and amended legislation, together with the application of 
different and more logical measures for combating the rat. 


Scotland 


Health of Dundee 


The annual report of the Public Health Department of 
the City of Dundee shows that 1935 was a satisfactory 
year from the health point of view. The death rate of 
13.2 was the lowest yet recorded in the city, and was 
chiefly attributable to the comparative absence of epi- 
demic infectious disease. The rate of infantile mortality 
at 68 per 1,000 constituted another record, comparing 
favourably with 78.8 for the whole of Scotland. The 
remarkable progress of Dundee in this respect is shown 
by a table of infantile mortality in the four great Scottish 
cities from 1890. In that year the rate for Dundee was 
208 ; for Edinburgh, Glasgow, and Aberdeen 144, 149, and 
159 respectively. In 1920 Dundee still showed the highest 
rate. In 1935 the Dundee rate was 68, Edinburgh 70, 
Glasgow 98, and Aberdeen 90. Deaths from pulmonary 
tuberculosis showed a slight increase, and the maternal 
mortality also rose. The report points out the necessity, 
in framing schemes for the improvement of midwifery 
services, of making these services an integral part of the 
general health organization. It stresses the importance 
of the part played by the general practitioner in this 
field, maintaining that, from the point of view not only 
of the child-bearing woman but also of the general health 
of the community, it is essential that ante-natal, intra- 
natal, and post-natal supervision should be in the hands 
of the same medical attendant. This would not neces- 
sarily interfere with the transference of selected cases to 
hospitals or clinics as occasion demanded. The report 
states that it is impossible to separate midwifery from 
general medicine, for pregnancy may either complicate 
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an existing disorder or be complicated by such a disorder 
outside the orbit of the obstetrician. Therefore the 
responsible person should be the general medical practi- 
tioner, assisted by a trained midwife with definite but 
limited responsibilities, while the services of a consultant 
obstetrician and the provision of hospital treatment 
should be available, if required, for his patients before, 
during, or after confinement. 


Venereal Disease in Edinburgh 


In the annual report of the City and Royal Burgh of 
Edinburgh Venereal Disease Scheme for 1935, the clinical 
medical officer stresses the importance of the preventive 
aspect of this work. In acquired cases every effort is 
made to get in touch with all consorts and contacts: in 
congenital syphilis other members of the patient's family, 
a proportion of whom are probably infected, are inter- 
viewed and, if possible, examined. Propaganda and 
teaching are also employed, with the result that the 
majority of cases report in the early stages, when the 
condition is more amenable to treatment. Eighty-six beds 
are available for in-patients under the scheme in various 
Edinburgh hospitals. The majority of the out-patients 
are treated at the Royal Infirmary. The total number 
of out-patient attendances was 137,582, and the total 
number of patients under treatment during the year 
7,346. Particular attention is paid to ante-natal exam- 
ination and treatment, for by these means the occurrence 
of congenital syphilis should be prevented. Wassermann 
tests are a routine procedure in the ante-natal clinics 
under the scheme. Although new gonorrhoeal cases at 
1,246 show a decrease on the previous year at 1,310, the 
figure is still high, and efforts are made to impress on 
the younger generation the folly of regarding this disease 
too lightly. Statistics for the previous ten years show a 
gratifying decline in the total incidence of venereal disease. 
In 1926 there were 1,222 new cases of syphilis and 2,261 
of gonorrhoea ; in 1935 the respective figures had fallen 
to 647 and 1,246. In cases of general paralysis of the 
insane induced malarial therapy and tryparsamide have 
produced satisfactory results, and the prognosis of this 
once incurable condition is now comparatively good. 


India 


Health of Bengal in 1934 


A survey of the health of Bengal in 1934 is afforded 
by the report of Dr. R. B. Khambata, director of public 
health for the Presidency, and the triennial report for 
1932-4 on the working of the hospitals and dispensaries 
which has been received from Major-General D. P. Goil, 
surgeon-general with the Government of Bengal. As in 
the previous year the lowest birth rate was recorded in 
comparison with the other Provinces, but the death rate 
was also the lowest with the exception of Assam, Burma, 
and the North-West Frontier Provinces. The infant 
mortality rate was lower than those of Madras, Central 
Provinces, and Burma, but higher than those of all the 
others ; the alarming rise of the rate in 1933 was reduced 
by 5.4 per cent. in the year under review. The incidence 
of cholera rose from 29,492 cases in 1933 to 50,742 in 
1934 ; the number of inoculations against this disease was 
consequently more than doubled. There was a 33.3 per 
cent. reduction in the small-pox mortality as compared 
with*the previous year and the mean of the previous 
five years. Dr. Khambata doubts whether this reduction 
is due to free vaccination: it has been found by experi- 
ence that such a fall in mortality often presages a greater 
recrudescence, and a warning is issued to district boards 
not to reduce their vaccination staff or their expenditure 
on vaccination. He adds that the Bengal Vaccination Act 
has been extended to all rural and municipal areas ; legal 
steps can be taken to enforce the law when persuasion 
fails. He argues that the benefit of vaccination is indi- 
cated by the facts that the greatest diminution in the 
mortality is found in the early years of life in which 


there is most vaccination, and that the death rate a 
patients attacked by small-pox is much greater age fo 
among the unvaccinated than among the vaccinated e 
insists that although early diagnosis, prompt isolati, ’ 
patients in suitable hospitals, effective disinfection + 
supervision of contacts, and other such public heal 
measures are most valuable, they afford no effective ay 
stitute for vaccination, Major-General Goil mentions th 
adequate arrangements for the treatment of Patients : 
institutions exist only in the Campbell Hospital, Calents 
where 217 of the 717 beds are allocated for patients suffer 
ing from infectious diseases. The steady growth in th 
number of patients treated in the Calcutta hospitals fo 
pulmonary tuberculosis indicates the high incidence of the 
disease and the alarming rate of its spread during the lay 
six years. The figures for epidemic dropsy also show ; 
considerable increase for 1934, nearly equalling the tot, 
for the previous three years. Higher figures for this yeat 
were also noted in respect of eye diseases, diphthery 
venereal diseases, and surgical operations. Leprosy ‘ 
endemic in every district of Bengal, the incidence being gs 
high as 7 per cent. in some areas. The leprosy Survey 
party has been concentrating its attention on the Most 
highly infected district—namely, Bankura—and a system. 
atic survey was made of !50 villages. More intensive 
work has been undertaken by the Bengal branch of the 
British Empire Leprosy Relief Association and the thre 
special hospitals for the treatment of leprosy. 


Treatment of Hydrophobia 


The value of the Paris fixed virus in the prophylaxis 
and treatment of hydrophobia is emphasized in reports 
received recently from the directors of the Pasteur Insti. 
tute of Southern India, Coonoor, and the Pasteur Institute 
of India at Kasauli. At the Coonoor Institute there were 
no deaths among those treated during 1934, the second 
time that the mortality rate has been nil there in the 
twenty-eight years of its existence. The Paris fixed vin 
used for the preparation of the vaccine (Semple’s carbol- 
ized 5 per cent. sheep vaccine) was in its 937th passage 
at the end of 1934. At the out-centres of treatment in 
connexion with this institute the mortality rate for the 
year (0.24 per cent.) was the lowest on record, the rate for 
1932 having been 0.38, while for 1933 it was 0.36 per 
cent. Major K. R. K. Iyengar, 1.M.S., director of this 
institute, considers it very significant that the lowering of 
the mortality rate during these three years should corte 
spond with the period of exclusive use of the Paris fixed 
virus, combined with the higher strength and dosage of the 
vaccine. He adds that the experience gained in the course 
of these years at the institute and its centres in treating 
over 30,000 persons, presumably exposed to risk, conclu- 
sively demonstrates that the observed improvement in the 
mortality rate satisfies the tests both of reliability and of 
consistency. All the twenty-six deaths were among 
Asiatics, thirteen occurring in the 10,634 completely 
treated cases, a mortality of 0.12 per cent., and the 
remainder among the incompletely treated cases, corte 
sponding to a rate of 0.68 per cent. Special training 
was continued at the institute during 1934 for medical 
officers deputed to take charge of antirabic treatment 
centres. A number of cases in Class IV (Hempt’s classifi 
cation) were treated in addition with antirabic serum, and 
the results were encouraging. The percentage death rate 
for 1934 was 0.49, the lowest on record. One Europeaa 
died, and there were fifteen deaths among Asiatics treated 
at Kasauli and sixty-six deaths among those dealt with at 
the centres. There were two doubtful cases of post-treat: 
ment paralysis during the year under review and one 
probably definite one. This last patient did not receive 
medical treatment for this complication ; he developed 
paraplegia with involvement of the bladder and rectum 
two months after antirabic treatment had been_com 
pleted and died five months later. Lieutenant G, Covel, 
I.M.S., director of the Kasauli Institute, remarks that tt 
is extremely rare for the symptoms of post-vaccinal 
paralysis to begin so long after treatment, but m this 
instance the possibility of the paralysis being the result 
of antirabic treatment cannot be ruled out altogether. 
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Health of the Armies in India 


The annual report of the Public Health Commissioner 
with the Government of India for 1934 (vol. ii) deals with 
the health of the British and Indian Armies in India. 
There were only 121 deaths in the first of these, the 
jowest mortality rate ever recorded among British troops 
in India. The numbers of those invalided home and con- 
stantly sick in hospital were also relatively lower in the 
year under review. Cerebro-spinal meningitis has in 
recent years been increasing to a marked extent among 
the civilian population of India. This increased incidence 
is reflected among the Indian troops, but there were only 
two cases in the British troops, with one death. The fall 
in the mortality rate in this disease in both British and 
Indian patients is attributed in part to the use of a three 
times concentrated serum, inj<ccted intrathecally daily, 
from the earliest possible moment until the issue of the 
case was beyond doubt. The average quantity of serum 
given to each patient was 119 c.cm. intrathecally and 
86 c.cm. by other routes. The intravenous administration 
of iodine concurrently seemed to be beneficial, and further 
study is being made of this line of treatment. The 
number of cases of the typhus group of diseases rose ; this 
js not considered to indicate any increased incidence, but 
rather to illustrate the greater attention now being paid 
to this infection. Three groups of cases have been 
differentiated ; in all there was noted a rise in the agglu- 
tinins for one or other of the enteric groups, which 
explains why this disease was often overlooked in the 
past. It is proposed to utilize absorption tests to throw 
further light on the exact nature of these agglutinin re- 
actions against both the proteus and enteric strains. The 
incidence of enteric fever among British troops decreased 
by almost one-half ; among Indian troops the progressive 
reduction of recent years was maintained. The absence 
of outbreaks showed how effective the prophylaxis has 
become, particularly as regards the detection and treat- 
ment of carriers. In almost every disease other than 
dysentery the general improvement in military hygiene 
has lowered the incidence, but in the case of dysentery 
the trend is in an upward direction, despite all the control 
measures which have been adcpted. The widespread dis- 
tribution of the disease in the civilian population and the 
primitive system of disposal of excreta which exists in 
most stations, combined with the presence of flies, create 
a problem which has so far defied solution. In 1934 the 
weather conditions favoured malaria, but epidemics did 
not occur among the troops despite the fairly heavy 
carry-over of cases from 1933. The three factors which 
were responsible for this happy result are cited as: the 
effect of the new synthetic drugs, plasmoquine and 
atebrin ; the improved standard of anti-malarial field work 
resulting from the training given at Karnal; and the 
teawakening of interest and the application of more 
scientific methods among the clinicians. 


Medical Institutions in Bihar and Orissa 


In his triennial report for 1932 to 1934 on the working 
of the civil hospitals and dispensaries in Bihar and Orissa, 
Colonel P. S. Mills, I.M.S., the inspector-general of these 
institutions, ascribes the steady fall in the number of out- 
patients to the fact that in 1932 the rules regarding the 
supply of medicines from charitable dispensaries were 
tevised, requiring all except the really poor to subscribe 
to the upkeep of the institution or to pay a small sum 
for each prescription. The result was that many who 
could manage to get on quite well without medicines for 
ordinary maladies stopped attending the dispensaries. 
Very little money accrues from this source to the dispen- 
sary in actual practice, but there is a considerable saving 
of time and labour. Cholera was less prevalent during 
the triennium under review, and some of the decrease is 
attributed to the better water supplies to fairs and melas, 
to improved sanitation, and to the use of cholera bacterio- 
Phage. Malaria is more or less prevalent throughout the 
Province, and atebrin and plasmoquine are being used 
extensively with good results. Leprosy is also widespread, 
and Colonel Mills urges that cases should be treated by 


the ordinary dispensaries instead of being segregated in 
special clinics. Financial stringency caused the abolition 
in 1932 of the post of leprosy expert, and Colonel Mills 
considers that the restoration of this official is highly 
desirable. In 1932 an anti-tuberculosis campaign was 
launched on broad educational lines. More institutional 
accommodation is required and attention is drawn to the 
necessity of providing tuberculosis colonies and after-care 
workshops as adjuncts to the sanatoria. Affections of the 
eye seem to be increasing. In the Patna Medical College 
Hospital a special house is open to patients coming for 
cataract operations or other ophthalmic treatment ; they 
can thus obtain pre-operative treatment for some days, 
diminishing overcrowding in the eye wards of the hospital. 
Colonel Mills comments on the entire lack of interest 
taken by the general population of Bihar and Orissa in 
the support of the hospitals and dispensaries. Monthly 
subscriptions are generously promised but most irregu- 
larly paid, members of the management committees of 
hospitals being no less remiss than others. The people 
generally consider that the upkeep of medical institutions 
is the duty of the Government and refuse to assist. Most 
of the hospitals are still without adequate nursing arrange- 
ments, and there is a dearth of women medical practi- 
tioners, especially in rural districts, where the standard of 
treatment available for women is very much lower than 
that for men. This unfortunate consequence of the preva- 
lent purdah system is responsible for much distress, but at 
present financial considerations prevent anything being 
done in the way of providing more hospitals for women. 
Registration has now been made possible for nurses, 
health visitors, midwives, and trained dais, and local 
authorities are empowered to prohibit unregistered persons 
from practising. The standard of work of the native 
midwives has remained very low, but it is hoped that this 
new step will remedy some of the well-known abuses. 


CORRESPONDENCE 


Edueation for General Practice 


Str,—No doubt there are many members of our pro- 
fession who share Dr. John Shiel’s apprehension at the 
introduction of novelties into the curriculum and regard 
the suppression of certain subjects as schismatical. It is 
all to the good that their views should be expressed so 
ably and forcibly by Dr. Shiel. Nevertheless there seems 
to be no question that in the opinion of the majority 
some modification is needed to meet fully the require- 
ments of the modern general practitioner, who, in the 
opinion of Viscount Dawson of Penn and other men 
eminent in the profession, has other duties towards the 
public in addition to the diagnosis and treatment of 
disease. That my suggestions should meet with the 
immediate approval of men brought up under a system 
which as its highest product gave us the consultant 
and specialist and left a large majority of the remaining 
graduates to enter general practice, I do not expect. 

I have suggested that the field of the general practi- 
tioner is much wider than is recognized in the medical 
schools, and believe that the recognition of this fact would 
attract many of the best medical students. To the 
objection that the student cannot be expected to make up 
his mind so early in the course of his medical studies I 
would reply that the inclination to pursue studies leading 
to a particular sphere of work is felt earlier than some 
people suppose, and that the intelligent teacher will 
direct the student whither his abilities would best be 
employed. The question of the restriction of studies to 
the ailments more commonly met with in general practic» 
I recognize calls fot very careful consideration before adop- 
tion, but I am only suggesting the same attitude to the 
rarer diseases as is already adopted in the case of tropical 
diseases, and for the same reason that they are rarely met 
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with in general practice. It would seem better to have 
a deep and thorough knowledge of the commoner ail- 
ments than a more superficial knowledge of a larger 
group of diseases. The purpose of my supposed airy 
introduction of a rare disease, of which I personally 
have seen extremely few cases, was, I thought, obvious. 

The reason for not interfering with the preliminary 
studies is that with these thoroughly mastered the post- 
graduate can with comparative ease extricate himself 
from an uncongenial sphere of work and enter another, 
and at the same time be capable of following more fully 
advances in the science of medicine. 

Dr. Shiel envisages the general practitioner produced 
by the suggested scheme confronted with such a condi- 
tion as osteitis fibrosa cystica having to inform his 
patient that his ability is strictly circumscribed and his 
practice confined to the commonplace. The knowledge of 
all ot us is strictly circumscribed, but it is unusual to 
inform the patient of the fact, even when we advise on 
climatological or balneological matters, diet, and a host 
of other things about which the general practitioner’s 
advice is sought, and about which even at the present day 
he receives little instruction before graduation.—I am, etc., 


Kensington, W.8, Aug. 23rd. H, 


Amnesia 


Sir,—The interesting papers and discussions on amnesia 
at the Section of Neurology and Psychological Medicine 
on July 24th brought to light an important fact—the 
protective value of amnesia of psychogenic origin in many 
cases. Matthew Arnold, in his lyric poem Swrtzerland, 
has a verse relevant to this aspect of amnesia: 

‘““Each day brings its petty dust 

Our soon choked souls to fill ; 
We forget because we must 
And not because we will.”’ 

It would seem that there is a natural process of passive 
extrusion of mental events from the psyche which, in 
biological terms, has survival value. This natural or 
passive forgetting 1s in contrast to the active forgetting 
—repression—of psycho-analysis and cognate systems of 
medical psychology. 

The insight of the nineteenth century poet anticipating 
the twentieth century medical psychologist is noteworthy. 
—I am, etc., 


Warrington, Aug. 17th. J. S. Manson. 


Treatment of Hallux Valgus 


Sir,—In dealing with the operative treatment of hallux 
valgus surgical and orthopaedic textbooks usually pay 
most attention to methods other than resection of the 
base of the proximal phalanx. For this reason I have 
been surprised that there has not been more correspond- 
ence in your columns following Mr, T. P. McMurray’s 
article (Journal, August Ist, p. 218), in which this opera- 
tion is given choice of place. 

It would seem that hallux valgus is caused by the 
wearing ,of what may be termed “ civilized footwear,’’ 
but only a small percentage of individuals develop the 
disease. We must assume that these unfortunate people 
possess feet which are ill adapted to modern shoes, and 
there appear to be two factors which tend to cause the 
condition—first, a broad anterior foot, and, secondly, a 
well-developed great toe. When such a foot is placed in 
a shoe which is more or less pointed the toes are crowded 
together and the end of the hallux is pressed against the 
outer part of the shoe “‘ upper.’’ Longitudinal stresses 
along the great toe push the first metatarsal inward, and 


the repeated traumata set up osteo-arthritis jn the 
metatarso-phalangeal joint, as described by Mr, McMurray 
In this connexion a radiograph of such a foot in its shoe 
is instructive. 

Operations which aim at anatomical restoration of the 
foot, if successful, put the patient back to where he was 
before—that is, with the old tendency to develop the same 
condition again unless he» wears shoes of an unusual 
appearance, which in most cases he will not do. The 
alternative is to alter the foot to suit the boot. The 
breadth of the foot cannot safely be interfered with, but 
it is a simple matter to shorten the great toe by basal 
phalangectomy, and sometimes in very severe cases the 
whole of the proximal! phalanx may be removed with 
gratifying results. 

, With apologies for venturing where, perhaps, angels 
fear to tread.—I am, etc., 

J. W. Rippocn. 


Birmingham, Aug. 24th. 


Mixed Salivary Tumour of the Palate 


S1r,—I was interested in Dr. J. Stewart Gourlay’s note 
on a mixed salivary gland tumour situated in the hard 
palate in the Journal of August 22nd (p. 391). On May 
I4th of this year I excised from the left hard palate 
of a patient of mine, aged 73, a tumour similar in all 
respects to that described by Dr. Gourlay. My note says: 

‘“Fibroma of the left hard palate the size of a pigeon’s 
egg, firmly attached to the palate and arising apparently from 
alveolar margin ; mucous covering is normal and freely moy- 
able except at one point where there is a curious whorl,’’ 

The growth shelled out very easily, had a well-marked 
capsule, and did not appear to be invading or eroding 
except that there was a deep smooth-surfaced depression 
in the hard palate which accommodated from a third 
to half of the bulk of the growth. The pathologist's 
report was: 

‘Section shows the presence of a carcinoma of salivary 
glands similar to that seen in ‘ mixed parotid ’ tumours. The 
growth shows a slight tendency to metaplastic keratinization 
in some areas. Its malignancy is probably fairly low.” 

A further note dated August 17th says: 

“There is still a depression in left hard palate covered by 
loose mucosa where the tumour was. There appears to be 
no recurrence so far.”’ 

[ have seen this patient two or three times a year since 
July, 1928. The first note is ‘‘ Dyspepsia—badly fitting 
denture.’’ This he never had remedied. It used to flap 
up and down when he talked, causing his speech to be 
aimost unintelligible. I can vouch that the tumour was 
not present then. All I could get out of him was that he 
had had it ‘‘a long time.’’ Possibly the irritation of the 
bad denture may have been responsible for its develop- 
ment. I have the slide of this specimen and will gladly 
send it to Dr. Gourlay for inspection on hearing from 
him.—I am, etc., 

G. B. Ricuarpson, F.R.CS. 


Penzance, Aug. 22nd. 


Pharyngeal Abscess in Infancy 


Sir,—I was interested to read in the Journal of June 
13th (p. 1207) an account of a peritonsillar abscess in a 
Chinese infant. With all due apologies to Drs. Comty 
and Shun-Shin, who have claimed a record in age inci- 
dence, I can report an even earlier case, one that really 
must be an absolute record—and that in a Scottish child, 
although my practice has been almost entirely among 
Chinese. 

When a medical student in Edinburgh taking my mid- 
wifery course in 1927-8 I was called upon in the course of 
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my duties to deliver a lady resident in the High Street of | 


that city. The labour was only remarkable for the fact that 
[ had to endure secing a flea bite me on the left forearm 
while I was guarding the perineum with sterilized hands 
according to instructions. The child, however, was diffident 
about breathing, and after an cffort at artificial respiration 
[ diagnosed an obstruction in the throat for no very obvious 
reason other than extreme nervousness, this being one of my 
very early cases. Deciding to remove this ‘‘ obstruction,’’ 
[ thrust my forefinger into the unfortunate child’s throat, felt 
my finger-nail tear something, and withdrew it with a little 
blood and mucus adhering. The child gave a loud, healthy 
cry, and came to life. Outwardly calm but inwardly palpi- 
tating, I turned the baby over to the awe-inspiring, efficient, 


and superior Victoria nurse assisting me, who, apparently 


noticing nothing wrong, bathed, dressed, and had the infant 
comfortably asleep before I finished with the mother. 

That child did not do well for some reason. It cried con- 
stantly, lost weight, refused to suckle properly, developed a 
cough, and shot up a high fever. By the end of the first 
week the submaxillary glands began to enlarge. I was, of 
course, Still attending the mother in her puerperium, and was 
duly consulted. I ordered hot fomentations, but the child’s 
condition rapidly grew worse. Inspection of the throat re- 
vealed a large swelling of the left pharynx pushing the tonsil 
halfway across the airway. Finally, in desperation | pushed 
a knife into the pharyngeal abscess at the Cowgate Dispen- 
sary, to which I was attached, some time during the second 
week of that child’s life. Pus spurted out in large quantity, 
and to my great relief the child made a rapid recovery within 
the next few days. , 

Strictly speaking, the case should have been reported 
to the resident doctor, but I was too painfully aware of 
my part in the causation of the condition to reason 
calmly about the matter. In fact, this is the first time 
I have confessed to the case. 

I never examined the baby’s chest, knowing only too 
well the condition was a pharyngeal abscess arising from 
a septic trauma inflicted at birth by my own finger-nail ; 
but I do not think there could have been any serious 
collapse, as only one side was affected, and though very 
il—enough to scare me into operating—the child did not 
present the extremity of distress described by Drs. 
Comty and Shun-Shin. Possibly the cases are not really 
comparable, but from what I know of Chinese and their 
habits after six years of work among them, I should not 
be surprised if the ultimate cause of the case described 
was of a somewhat similar 1iature.—I am, etc.,, 


GEORGE GRAHAM-CUMMING. 


English Presbyterian Mission, 
Shoka, Formosa, July 27th. 


Voluntary Euthanasia 


Sir,—I have been stimulated to reply to Dr. A. G. 
Butler’s excellent letter (Journal, August 22nd, p. 405) 
dealing with the problem of the patient who by artificial 
means outlives the natural period of life and thereby 
becomes a burden to himself and to relatives. My 
interest has been roused because in my professional life, 
both in country practice and in the care of the insane, 
Ihave never been faced with such cases, in such circum- 
stances, as your correspondent refers to. It is fairly 
simple to discourse on the ethics and common sense of 
self-killing in incurable and painful maladies, but there 
are factors which Dr, Butler has not been able to appre- 
ciate. Religion, if it has any use at all, can help a patient 
to bear any degree of pain with the utmost fortitude. 
The physician can do more than morphine to ease the 
body and mind. 

: In the last few years I have had the privilege of attend- 
ing in their last illness and sharing the lives of two 
women of considerable sensibility, one with carcinoma of 
the oesophagus, the other with a growth in the pelvic 
colon. In the manner of their dying they were greater 


than in all their living. When Dr. Butler writes: ‘‘ The 
conduct of the death scene is like adieuing one’s friend 
who departs over-seas by some great liner. Everyone 
wishes it over,’’ I doubt if he is right. The physician 
fighting a losing battle against death, faced with inevit- 
able surrender, may say impatiently ‘‘ Get it over.’’ It 
is in the conduct of retreat after battle that the highest 
qualities are required. The .wholly scientific mind may 
only be able to recommend the sword of Brutus or of 
Saul. Courage must come from the physician if it is 
a quality not inherent in the patient. Surely anyone 
must feel it a most sacred privilege when he hears a 
timorous woman say, ‘“‘ Will you help me to bear it? 
Will you make it as easy as you can for me?” and 
then sees her confident assurance as she approaches the 
shadows. Certainly as long as an incurable patient can 
abstain from nourishment—and real pain destroys the 
desire for food—there need be no ‘“‘ decision after con- 
sultation as to time, manner, and means of his passing.”’ 
—TI am, etc., 


Haydon Bridge, Aug. 23rd. RIcHARD BELL. 


Medical Peace Campaign 


Sir,—I have read in your current issue a letter from 
the secretary of the ‘‘ Medical ’’ Peace Campaign stating 
four points of the ‘‘ International ’’ Peace Cam- 
paign, which, she tells us, “‘in the opinion of many doctors 

. . State the best course which can now be followed.” 
Doctors are invited to associate themselves with these four 
points, which, however, appear to make no new pro- 
posals, but to be merely an epitome of the League of 
Nations programme. Surely any peace campaign pro- 
posing to call itself ‘‘ medical’’ should at least embody 
the elementary principles upon which scientific medicine 
is based! In other words, it should put an investigation 
into the pathology of war on the forefront of its pro- 
gramme. Undoubtedly a great host of doctors, as well 
as of other intelligent observers, have long since convinced 
themselves that it has been precisely because of the funda- 
mental and naive empiricism of its methods that the 
League of Nations has so grotesquely failed in the function 
that it set out to perform. Why should we, as respon- 
sible medical men, be asked to subscribe our names to 
platitudes once more?—I am, etc., 


North Queensferry, Fife, Aug. 24th. A. J. Brock. 


Primitive Blood-letting 


Sir,—I thought an account of the primitive method of 
blood-letting practised by Somal tribesmen for the relief 
of pain might prove of some interest. The blood-letter 
is usually a woman of the Midgan or low-caste tribe, who 
will draw blood in varying quantity—from two ounces 
to two pints—from any part of the patient’s body except 
the face. 


The patient indicates the site of the pain and the blood- 
letter applies the broad flat end of a hollow cow-horn to 
the affected part. In the sharp end or point of the horn a 
small hole is bored, to which the woman applies her lips, 
sucking out the air in the horn, and so obtaining a partial 
vacuum. This vacuum is maintained by the quick applica- 
tion of a small piece of sheepskin over the hole in the 
end of the horn, this being done at repeated intervals. An 
oedematous, blood-filled area of skin results, and this is 
quickly scratched with a sharp knife or stone, and the horn 
is reapplied to the part and suction started once more. 
Blood now collects in the horn and is emptied every now 
and then, from 5 to 10 c.cm. being collected every five 
minutes. After a sufficiency of blood has been drawn off 
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haemorrhage from the part is controlled by dabbing on heated 
sand. Strangely enough sepsis does not seem to follow, and 
patients on being questioned state that relief of the pain 
is immediate. 

A common method practised by various tribes for the 
relief of headache consists in cutting the fraenum of the 
tongue with a sharp knife and permitting the fairly 
copious flow of blood to run out of the mouth into a hole 
in the ground, no attempt being made to control the 
haemorrhage, which ultimately stops itself.—I am, etc., 


British Somaliland, June 24th. Joun Tittman, M.B. 


Obituary 


H. H. I. HITCHON, M.R.C.S. 


Dr. Henry Hardacre Irving Hitchon died at his home in 
Heywood, Lancs, on August 18th, after an illness of about 
two months’ duration. He was actively engaged in prac- 
tice until June of this year. He was born in 1863, and 
studied at Owens College, Manchester. He qualified as 
M.R.C.S., L.R.C.P. in 1889, and settled almost imme- 
diately in Heywood, where he was in practice for nearly 
fifty years, being medical officer of health for twenty-two 
years and schools medical officer for some twelve years. 
He had been a member of the Rochdale Division of the 
British Medical Association since 1893, and also took an 
active part in the work of the Society of Medical Officers 
of Health and the Manchester Pathological and Clinical 
Society. His most noteworthy contribution to medical 
literature was an account of the epidemic of arsenical 
beer poisoning, which was published in 1901. 

Dr. L. Kirroe, honorary secretary of the Division, 
writes: With Hitchon’s death the Rochdale Division loses 
its oldest and one of its staunchest members. His passing 
makes a complete break with the older order, as he was 
some ten years senior in practice to any other member 
of the Division. To the end of his life he was a regular 
attendant at meetings, and maintained an active interest 
in the affairs of the Division, of which he was _ vice- 
chairman 1907-8, chairman 1908-9, and member of 
the Executive Committee for many years. He was for 
a long period a member of the Lancashire County Local 
Medical and Panel Committee, and had served terms of 
office as president of the North-Western Branch of the 
Society of Medical Officers of Health and of Rochdale and 
Bury Medical Societies. In addition to carrying on a 
large private practice, Dr. Hitchon was M.O.H. for Hey- 
wood for twenty-two years, and during his tenure of the 
post inaugurated the school medical service for the 
borough. He relinquished his public health appointments 
to make way for a whole-time officer shortly after the 
war. He acted as secretary for the first ambulance 
classes held in the district, and took a prominent part 
in the work of the Local Medical Charities Committee. 
Other activities included charge of an auxiliary hospital 
during the war and medical charge of the Simpson Hill 
Maternity Hospital. He was appointed J.P. for the 
borough of Heywood in 1930, and held office as deacon 
of York Street (Heywood) Congregational Church and 
president of its Young Men’s Society. Heywood Rotary 
Club claimed him as a founder member. 

No account of Hitchon would be complete without a 
brief survey of his great work and love for cricket— 
extending over more than half a century. As a playing 
member he followed the fortunes of the York Street School 
Club, afterwards the Heywood Borough Club, and on the 
decease of this club he became a member (later captain 
and president) of the Heywood Cricket Club. For many 
years a member of the Lancashire County Cricket Club, 


SS 
his services to that club were recognized by his election 
as president, a position he held for two years, until 
shortly before his death. Over a long period he Organ- 
ized an annual cricket tour, usually in Scotland, and 
supported keenly any movement for the furtherance of 
the game, particularly among the young. Dr. Hitchon 
was buried at Heywood Cemetery on August 21st, follow. 
ing a service at York Street Congregational Church 
attended by a large gathering representing all the phases 
of local and county life, in which he had taken such an 
outstanding part for so many years. The Rochdale 
Division was represented by the chairman, Dr. S. Wilson, 
Dr. A. Lomas, Dr. W. H. Bateman, J.P.; and the 
secretary. Of almost gigantic build, Hitchon was gentle 
nearly to the point of diffidence, and throughout his long 
career he set an example of courtesy, service, and loyalty 
which will long endure in the minds of his friends, which 
term embraces all who knew him. Dr. Hitchon was 
unmarried, and is survived by three sisters, one of whom 
is the wife of his partner, Dr, A. Bisset. 


Dr. Joun JosepH Tuoney, who died at his home at 
Dublin, was one of the oldest practitioners in the city, 
He took the L.A.H. of Dublin and the L.M. at the 
Coombe Hospital in 1883, going on to obtain the L.R.C.P, 
and L.R.C.S. diplomas in 1886. He was medical officer 
to St. Joseph’s Asylum for the Male Blind at Drum. 
condra, and to St. Enda’s College, Rathfarnham. In 
1916 he did splendid service in connexion with the in- 
surgents’ Red Cross work. He had been a member of 
the Irish Medical Association and joined the British 
Medical Association as long ago as_ 1887, becoming a 
member of the Irish Free State Medical Union (I.M.A. and 
B.M.A.) soon after its formation this year. 


Dr. GrorGE Morton WILcocKSON, a_ well-known 
Guildford practitioner, died at the Royal Surrey County 
Hospital on August 6th, aged 76. A native of Derby- 
shire he was educated at Wesley College, Sheffield, and 
studied medicine in that city and in Edinburgh, obtain- 
ing the Scottish triple qualifications in 1893. After fifteen 
years of general practice at Reading he moved to Hud- 
dersfield, and then, in 1910, settled at Guildford, becom- 
ing public vaccinator, medical officer to the board of 
guardians, and district medical officer under the Surrey 
County Council. Dr. Wilcockson joined the British 
Medical Association forty years ago, and was a member 
of the Reading Pathological and Medico-Chirurgical 
Societies. 


The death of Dr. THomas McDowatv has 
removed a veteran member of the Royal Medicc- 
Psychological Association, who was president of that body 
as long ago as 1897. He studied medicine at the 
University of Edinburgh, and obtained the diploma of 
L.R.C.S.Ed. in 1870. After graduating M.D. of the 
university in 1866 he was for some years assistant medi- 
cal officer and pathologist to the West Riding Asylum 
at Wakefield, and later became medical superintendent 
of the Northumberland County Asylum at Morpeth. 
During his tenure of the latter post he was professor 
of psychological medicine at the University of Dur 
ham College of Medicine, Newcastle-upon-Tyne. Dr. 
McDowall, after his retirement from active work, went 
to live at Wadhurst, in Sussex ; his wife died in 1927. 
He joined the British Medical Association in 1875, and 
had thus been a member for sixty-one years at the time 
of his death. He was a member of the Representative 
Body at the Annual Meeting in Sheffield in 1908. 


The death is announced, as a result of an accident, at 
the age of 69, of the Heidelberg orthopaedic surgeoo 
Professor Oskar Vulpius. 


at 
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Universities and Colleges 


UNIVERSITY OF CAMBRIDGE 
Under the approved scheme for administration of the Frank 
Edward Elmore Fund for the provision of scholarships for 
medical research, the board of managers has awarded student- 
ships to A. C. E. Cole, M.A., M.B., B.Ch., of Trinity 
College; G. D. Hadley, B.A., B.Ch., of Clare College ; 
L. C. Martin, M.A., M.B., B.Ch., of ‘Gonville and Caius 
College ; and Brian McArdle, M.B., B.S.Lond. The main 
rovisions of the scheme are printed in the Cambridge Univer- 
sity Reporter of August 24th, 1936 (p. 1343). 

During the month of July the title of the degree of M.B. 
was conferred on Mrs. M. C. Pickering of Newnham College, 
and that of B.Ch. on B. J. Travers of Newnham College and 
E. M. Wright of Girton College. 


SOCIETY OF APOTHECARIES OF LONDON 
The following candidates have passed in the subjects indi- 
cated: 

Surcery.—A. G. T. Brown, F. C. E. Diamond, C. R. Hard- 
man, B. M. Jensen, T. A. M. Johns, J. H. Lewis, C. W. Mills, 
I. A. Sarot, J. W. Spies, P. A. Walshaw. 

Mepicine.—A. G. T. Brown, E. S. Dismorr, F. T. Futers, 
T. A. M. Johns, J. H. Lewis, C. J. Robarts, O. H. Saldanha, I. A. 
Sarot, W. G. Zorab. 

Forensic Mepicine.—A. G. T. Brown, E. S. Dismorr, F. T. 
Futers, T. A. M. Johns, D. L. Jones, J. H. Lewis, C. J. Robarts, 


O. H. Saldanha, I. A. Sarot, S. Zissermann, W. G. Zorab. 
Mipwirery.—A. G. T. Brown, E. S. Dismorr, G. M. Edwards, 
C. R. Hardman, S. M. M. Niall, B. A. R. Pitt, J. H. Roberts, 
I. A. Sarot. 
The diploma of the Society has been granted to A. G. T. 
Brown, B. M. Jensen, C. W. Mills, C. J. Robarts, O. H. 
Saldanha, I. A. Sarot. 


Medical News 


The Fellowship of Medicine announces the following 
courses: plastic surgery, September 16th and 17th; in- 
fants’ diseases at Infants Hospital, September 21st to 
26th ; proctology at Gordon Hospital, September 28th 
to October 3rd ; chest diseases at Brompton Hospital, 
September 21st to 28th. Week-end courses for the general 
practitioner will be given in general surgery at Miller 
Hospital, September 19th and 20th ; ophthalmology at 
‘Royal Westminster Ophthalmic Hospital, September 26th 
and 27th ; and fevers at Park Hospital, Hither Green, 
October 3rd and 4th. A course in anatomy and physio- 
logy, in preparation for the primary F.R.C.S. examination, 
will be given on Mondays, Tuesdays, Wednesdays, and 
Thursdays, at 8 p.m., from September 14th to October 
22nd, at Infants Hospital: candidates may attend either 
anatomy or physiology, or both. The following courses 
have been arranged in preparation for the M.R.C.P. 
examination: clinical and pathological evenirg course at 
National Temperance Hospital, Tuesdays and Thursdays, 
from September Sth to 24th, at 8 p.m.; chest diseases 
at Brompton Hospital, two days weekly from September 
14th to October 9th, at 5 p-m. ; heart and lung diseases 
at Royal Chest Hospital, Mondays, Wednesdays, and 
Fridays, from September 21st to October 9th, at 8 p.m. 
Demonstrations on pulmonary tuberculosis will be given 
at Preston Hall on Saturday, October 8rd. Detailed 
syllabuses of all courses can be obtained from the Fellow- 
ship of Medicine, 1, Wimpole Street, W.1. 


The fourth Congress of the Latin Medical Press will 
be held at Venice from September 29th to October 8rd 
under the presidency of the Senator David Giordano, when 
the following papers will be read: (1) The History of the 
Latin Medical Press, by Professor A. Pazzini ; (2) Social 
Function of the Medical Press, by Dr. T. Oliano ; (3) 
Principles of Medical Instruction and Medical Practice in 
Various Latin Countries, by Professor G. Perez. Further 
information can be obtained from Professor V. Saraval, 
Ospedile Civile, Venice. 


_We have received the first volume of a special educa- 
tional number of the Patna Journal of Medicine. Every 
aspect of the teaching of medicine is covered in a series 


. 


of short articles, some of which are of general interest, 
though the majority refer specifically to medical education 
in India, and notably in Patna. 


At the fifth Conterence of the International Association 
of Preventive Paediatrics in Basle in September, 1935, 
it was decided that the sixth conference should take 
place in Italy before or after the International Congress 
of Paediatrics to be held at Rome. Since this congress 
has been postponed, it has been decided to postpone also 
the conference of the International Association in order 
that the two meetings may still be held concurrently at 
a date to be fixed later on. The subjects for discussion 
at this conference remain unchanged—namely, the bring- 
ing into operation of preventive vaccination against 
typhus and cognate conditions, and the role of health 
visitors in combating infantile morbidity and mortality. 

A Bill is now before the French Parliament with the 
object of rendering obligatory in the Army triple vaccina- 
tion against typhoid fever, diphtheria, and tetanus. 


Letters, Notes, and Answers 


All communications in regard to editorial business should be addressed 
to The EDITOR, British Medical Journal, B.M.A. House, Tavistock 
Square, W.C.1. 

ORIGINAL ARTICLES and LETTERS forwarded for publication 
are understood to be offered to the British Medical Journal alone, 
unless the contrary be stated. Correspondents who wish notice to 
be taken of their communications should authenticate them with 
their names, not necessarily for publication. 

Authors desiring REPRINTS of their articles published in the British 
Medical Journal must communicate with the Financial Secretary 
and Business Manager, British Medical Association House, Tavi- 
stock Square, WC.1, on receipt of proofs. Authors over-seas 
should indicate on MSS if reprints are required, as proofs are 
not sent abroad. 

All communications with reference to ADVERTISEMENTS, as well 
as orders for copies of the Journal, should be addressed to the 
Financial Secretary and Business Manager. 

The TELEPHONE NUMBER 0 the British Medical Association and 
the British Medical Journal is EUSTON 2111. 

The TELEGRAPHIC ADDRESSES are 

EDIPOR OF THE BRITISH MEDICAL JOURNAL, Aitiology 
Westcent, London. 

FINANCIAL SECRETARY AND BUSINESS MANAGER 
(Advertisements, etc.), Articulate Westcent, London. 

MEDICAL SECRETARY, Medisecra Westcent, London. 

The address of the B.M.A. Scottish Office is 7, Drumsheugh 
Gardens, Edinburgh (telegrams: Associate, Edinburgh ;  tele- 
phone: 24361 Edinburgh), and of the Office of the Irish Free 
State Medical Union (I1.M.A. and B.M.A.), 18, Kildare Street, 
Dublin (telegrams: Bacillus, Dublin; telephone: 62550 Dublin). 


QUERIES AND ANSWERS 


Chronic Staphylococcal Infection 


““X. Y. Z.’’ (London) writes: I would be grateful if any 
reader could suggest any treatment, of which he has had 
experience, for the following case. The patient, aged 26, 
has for the past eight years suffered more or less con- 
tinuously from corneal ulcers, eczema, effusions in tendon 
sheaths and joints, especially knees and ankles, and sub- 
cutaneous abscesses. About every three months an exacer- 
bation occurs, during which he is confined to bed, and 
some or all of the above manifestations appear. The 
blood sugar is normal and the Wassermann reaction is 
negative. He has seen many specialists, and has received 
vaccine and serum treatment, gold and arsenic injections, 
and yeast in various forms. He is extremely susceptible 
to sera and metals, and develops a severe reaction after 
a minimal dose. One brother has died as a result of 
staphylococcal infections, and another is similarly, but less 
severely, affected. The condition appears to due to 
deficient natural immunity to the staphylococcus. 


Sterilizing Syringes Used for So'ganal 


Dr. D. S. Camppett (Renfrewshire) writes in reply to Dr. 
E. Armstrong (Journal, August 22nd, p. 412): Take two 
5-c.cm. glass syringes, two needles, one instrument lifter 
(fingers do just as well), one small enamel sterilizer or 
dish with enamel lid, and one aluminium saucepan. Water 
alone is boiled in the enamel dish with the lid on. The 
syringes, with plungers and needles disconnected, and the 
instrument liter (if used) are boiled in the saucepan at 
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the same time for five minutes or so. Then the enamel 
dish is lifted off with a towel, emptied, drained, and shaken 
rapidly until quite dry and still sterile. Next the saucepan 
is taken off and the water drained off as rapidly and as 
completely as possible ; with the aid of the instrument lifter 
practically all the water can be drained off without the 
instruments falling out. As soon as possible the plunger 
should be fitted to the syringes, all water ejected, and the 
plunger worked up and down a few times to help the 
drying process. Then quickly the needles are fitted in turn 
and any moisture ejected—the plunger being well back, 
so that no moisture comes in on the back stroke. The 
— is then worked up and down a few times, so that 
ot air passes through needle. Enamel dish, needles, and 
ey are still hot, of course, and my experience is that 

ey are now perfectly dry. The needles and plunger are 
now disconnected from the syringes, and all are placed in 
the still warm enamel container. The lid is put on and 
a rubber band round the dish will keep the lid secure. 
One needle is used for drawing the solganal into the 
syringe for the injection, and this needle is then put aside. 
The other needle and syringe are used for making the 
puncture, and the plunger is withdrawn a little to ensure 
that the needle is not in a vein. The syringe is discon- 
nected, the needle being left im situ, and the other syringe 
with the gold solution is put in position. If a small bubble 
of air is left above all the gold gets in and the needle 
comes out clear of the preparation. 


Dr. F. E. Loewy (London, W.1) writes: It is easy to 


obtain a sterile and completely dry syringe if the syringe 
sterilized in spirit (or by boiling and rinsing with spirit) 
is rinsed a few times with ether, which can be squirted 
back into the bottle and used repeatedly. 


Preventing Perineal Tears 


Dr. JosepH Jones (Leigh) writes in reply to ‘‘ F. C. G.”’ 


(Journal, August 22nd, p. 412): In the majority of cases 
it is impossible to say beforehand whether the perineum 
will tear or not ; but there are some in which it is plain 
that the passenger is so big in proportion to the passage 
that a tear is inevitable. In the latter cases tears can only 
be prevented by diligent ante-natal examination, # rays, 
pelvimetry, and early induction or Caesarean section. With 
regard to the former class, which may be called ‘‘ potential ’’ 
as opposed to the inevitable ones, it must be premised 
that the final extension of the head is brought about by 
the counter-pressure of the perineum against the head, 
which is being thrust down by the uterine forces, and that 
therefore anything which relieves this pressure tends to 
save the perineum. There are at least two useful measures 
for this purpose. The first is to keep the head in the late 
stages—about the period of ‘‘ crowning ’’—drawn forward, 
and well forward, against the pubic arch by means of the 
‘“ short ’’ forceps. The blades of this instrument are much 
thinner and narrower than the blades of the ordinary long 
forceps, and it is usually possible to apply them without 
increasing appreciably the size of the mass which has to 
pass through the orifice. Any slight increase is more than 
compensated by the decided forward pull, which takes the 
strain pyvo tanto oft the perineum. It is most important 
that the forceps should not be used for the purpose of 
hastening or shortening the labour in any way whatever. 
It may even prolong it by preventing the head being shot 
through a torn perineum. The second measure, equally 
important, is, if possible, to ease the head through the 
vulva in the interval between pains, and not to let it come 
through during the pain itself. This may be done either 
by hand or with the forceps, but in either case the object 
is not to hasten birth. It may be desirable to hold back 
the head during a pain which would otherwise expel it 
in order that it may be gently helped out during the 
following interval. 
Income Tax 
Cash Basis for Assessment 


R. M.”’ has been a partner for eight years in a practice 
which has been assessed on the cash basis since its com- 
mencement some forty years ago. The inspector of taxes 
now wishes to change the basis from ‘‘cash’’ to 
earnings.”’ 

** The ‘‘ earnings ’’ basis is legally correct provided that 
It makes a proper allowance for bad and doubtful debts. 
The extreme difficulty of calculating that allowance account 
Sy account and the inevitable wide margin for error it 
affords have led to the practice, accepted by the Revenue 
‘n normal cases, of basing the gross income on the amount 
of the cash receipts. Where, for any special reason—for 
example, the growth of population in the area covered or 
the fact that the practice is ‘‘ new ’’—the cash receipts do 


not reflect the full gross earnings it has to be set asid 
but where the gross income is neither rising nor fallin. 
substantially the cash basis is applicable. We suggest thas 
our correspondent should press the inspector to say wh 
he wishes to depart from the common practice accepted in’ 
other cases by the Inland Revenue authorities, . 


M.O.H. Expenses - 

Q.’s’’ inquiries will be sufficiently clear from the follow; 
replies. 

** The cost of the typewriter represents capital outlay 
and is not an admissible expense. The replacement of one 
standard professional book of reference by one more Up to 
date is allowable, subject to its being “‘ necessary,’”’ whether 
the new book is a modern edition of the old one or is 4 
different work intended to serve the same purpose. Where 
a mileage allowance is given by the employing authority 
for the use of a car it is, in practice, impossible to sub. 
stantiate a claim that some larger sum _ is expended 
‘‘ wholly, exclusively, and necessarily in the performance 
of the duties of the office.’’ We cannot therefore recom. 
mend ‘‘Q.’’ to persist in his claim for an allowance for 
depreciation of the car. 


LETTERS, NOTES, ETC. 


Magnetic Spectacles for Ptosis 


Dr. CuHartes Russ (London, W.1) writes: In his letter to 


the Journal of August 22nd (p. 412) Dr. C. Byron Turner 
fears that my magnetic spectacles for ptosis (August 15th, 
p- 338) will cause irritation because the armature is attached 
to the eyelid by adhesive plaster. I can assure him that 
it does not; using the ordinary brown adhesive plaster 
(not zinc oxide), it has been worn day and night for over 
five days without any irritation, though its removal and 
cleaning of the skin of the eyelid would be preferable every 
three days. His second fear is that if the armature were 
buried surgically under the skin of the eyelid it would be 
expelled as a foreign body. May I ask why it should? 
For over thirty years eye surgeons have been embedding 
several inches of gold chain or wire in tethering operations, 
holding the eyelid to the frontalis or corrugator muscles ; 
they are not extruded as foreign bodies, and my armature 
would, of course, be gold-plated. Dr. Byron Turner’s in- 
vention of 1893 may have been the first of the mechanical 
lifters of palsied eyelids. They are all unsatisfactory, for 
two reasons: first, the patient cannot blink properly— 
which happens normally twice a minute (Jessop: Oph- 
thalmic Surgery, chapter ix, p. 286)—without removing the: 
prop or gallery, springy wire, or the like device. Secondly, 
these springs or other tension devices, although holding up 
the palsied lid, induce a sense of tension or pressure which 
presently becomes ill-directed on to the eyeball, and the 
prop is discarded. As mentioned in the description of my 
invention, the patient can blink whenever he likes, and also 
there is no tension or discomfort due to the holding up of 
the lid by the magnet. 


Corrigenda 


On page 284 of our issue of August 8th, in reviewing the 


Memoirs of a London County Coroner, it was stated that 
Dr. H. R. Oswald, the author, had held over 3,000 inquests. 
This figure should have been 25,000. 


In our issue of August 8th, on page 295, in summarizing a 


discussion in the Section of Obstetrics and Gynaecology at 
the Oxford Annual Meeting, we reported Professor J. C. 
Windeyer (Sydney) as remarking ‘‘ on the frequency with 
which human anencephalic embryos performed continued 
purposive movements in ulero.’’ What Professor Windeyer 
actually said was that he had noted the frequency with 
which human anencephalic foetuses performed continued 
purposeless movements in utero, and he asked whether this 
might be due to absence of inhibitory centres. 


Vacancies 


Notifications of offices vacant in universities, medical colleges, 


and of vacant resident and other appointments at hospitals, 
will be found at pages 31, 32, 33, 34, 35, 36, 37, 40, and 
41 of our advertisement columns, and advertisements as to 
partnerships, assistantships, and locumtenencies at pages 
38 and 39. 

A short summary of vacant posts notified in the advet- 
tisement columns appears in the Supplement at page 151. 


